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ACCESS  TO  HEALTH  CARE  FOR  THE  ELDER- 
LY: *WHAT  IS  BEING  DONE  TO  ADDRESS 
BARRIERS  TO  ACCESS,  AND  WHAT  MORE 
SHOULD  BE  DONET 


WEDNESDAY,  MAY  1,  1991 

UJ5.  Senate, 

Subcommittee  on  Aging,  of  the  Committee  on  Labor  and 

Human  Besources, 

Clarksdale,  MS. 

The  subcommittee  met,  pursuant  to  notice,  at  9:36  a.m.,  in 
Clarksdale  Civic  Auditorium,  Clarksdale,  MS,  Senator  Thad  Coch- 
ran, presiding. 

Present:  Senator  Cochran. 

Opening  Statement  of  Senator  Cochran 

Senator  Cochran.  If  the  hearing  wiU  come  to  order,  please,  we 
will  get  started.  I  want  ^rst  to  express  the  appreciation  of  our  com- 
mittee to  the  city  of  Clarksdale,  and  Mayor  Henry  Espy  in  particu- 
lar, for  arranging  for  our  use  of  the  dty  auditorium  for  the  hearing. 
So  our  first  order  of  business  is  to  formally  thank  the  mayor. 

Mayor,  if  you  would  come  forward  to  me  witness  stand  and  let 
me  express  in  behalf  of  our  Aging  Subcommittee  of  the  U^.  Senate 
the  appreciation  to  you  and  your  stajfif  and  the  citizens  of  the  city 
of  Clarksdale  for  letting  us  cpmi^  here  today  to  this  facility  and  to 
conduct  our  hearing  on  access  to  health  care  of  elderly  citizens.  I 
am  glad  that  you  could  be  here  to  let  us  express  these  words  of 
predation  to  you.  Thank  you  veiy  mudi  for  all  you  have  done  to 
make  this  a  possibility  for  us*. 

STATEMENT  OF  HON.  WSSRY  ESPY,  MAYOR,  CLABESDALE,  MS 

Mr.  Espy.  Thank  you,  Senator:  Good  morning,  first  of  all,  to  your 
staff  and  to  the  visitors  here  who  have  come  into  our  dty.  On  be- 
half of  23,000  Clarksdalians,  welcome  to  our  community,  and  we 
would  like  to  wholeheartedly  thank  you  for  choosing  Clarksdale  as 
the  site  to  hold  these  elderly  health  care  hearings. 

I  am  sure  that  this  hearing  will  highlight  many  things  about 
Clarksdale  and  Coahoma  Coimty  and  ^ussissippi  and  what  we  are 
all  doing  to  improve  and  promote  the  better  health  care  for  the  el- 
derly and  to  brine  about  an  atmosphere  of  a  better  quality  of  life 
that  we  all  would  like  to  achieve. 

Senator,  if  you  would  permit  me  1  minute  to  give  you  a  brief 
message  about  what  Clarksdale  is  doing  for  the  elderly.  I  would 
like  to  express  that  at  this  time. 

<l) 


The  dty  of  Claiksdale,  Senator,  has  one  of  the  lowest^-the  low 
est— homicide  rates  in  the  Nation.  Last  year,  while  records  wer< 
being  set  in  the  Nation  for  homicides,  the  dtv  of  Clarksdale  hac 
only  two  deaths.  Tliese  two  deaths  represented  one-tenth  of  1  per\ 
cent  of  ^e  national  average,  which  was  over  23,000  cases.  Senator 
as  of  this  present  moment,  the  city  of  Clarksdlale  has  not  ei^ri- 
enced  one  single  homicide  for  this  year  of  1991.  ^ 

Now,  besides  the  good  medical  facilities  that  we  have,  that  is 
what  dty  eovemment  does  for  health  care.  We  provide  a  safe,  a 
somid,  and  a  wholesome  environment  for  our  senior  citizens.  On 
behalf  of  a  safe  dty.  Senator,  a  sound  dty,  and  a  wholesome  dty, 
23,000  dtizens  have  empowered  me  with  the  privilege  of  awarding  ji 
to  you  our  most  treasured  possession,  the  to  our  dty.  Once 
again,  thank  you  for  dioosine  Clarksdale.  j 

Senator  Cochran.  Well,  thank  you  veiy  much.  Mayor.  I  appre-1 
date  the  opportuni^  to  receive  the  k^  to  the  dty.  Thank  you. 
Thank  ^ou  very  much.  [Applause.] 

That  is  a  mce  way  to  start  the  hearing,  and  I  appreciate  veiyi 
much  the  mayor's  being  here.  I  also  appreciate  the  assistance  of  jj 
Mr.  Eddy  Rolling,  who  has  helped  in  the  arrangements  and  in  our  ' 
preparation  for  the  hearing.  Manv  of  you  who  are  here  have  also  i 
Been  a  big  help  to  us,  particularly  those  who  are  goine  to  testify  | 
as  witnesses  at  our  hearing  today.  I  want  to  thank  you  ful  for  being 
here  and  helping  in  the  way  that  you  have. 

The  hearing  todinr  is  conducted  under  the  auspices  and  with  the 
authority  of  the  Subcommittee  on  Aging  of  the  Labor  and  Human 
Resources  Committee  of  the  U.S.  Senate.  I  serve  as  the  ranking,  or 
senior  Republican  member  of  that  subcommittee.  Senator  Brock 
Adams  of  the  State  of  Washington  is  the  chahman  cf  the  stjiy- 
committee,  and  it  is  under  the  authority  of  his  chairmanship  that 
we  are  authorized  to  conduct  the  hearing  today  here  in  Claiksdale. 

Today  we  are  going  to  discuss  access  to  health  care  for  the  elder- 
ly. One  of  the  duties  of  our  subcommittee  tliis  year  is  to  report  wHh 
recommendations  to  the  full  committee  our  suggestions  for  reau- 
thorizing the  Older  Americans  Act  Many  hearines  have  been  held 
in  Washmgton  and  elsewhere  in  the  country,  looking  at  wajrs  that 
we  can  improve  the  programs  that  are  administered  under  the  au- 
thority of  l^e  Older  Americans  Act 

A  few  years  ago,  in  connection  with  my  duties  as  a  member  of 
this  subcommittee,  we  had  a  meeting  in  Ti4)elo,  where  we  explored 
some  of  the  problems  that  older  Americans  and  older  Mississip- 
pians  have  in  tiying  to  get  access  to  health  care  services  and  &dn- 
ties.  This  hearing  gives  us  an  opportunity  to  follow  up  on  that  ini- 
tial hearing  of  1988  and  look  at  some  of  the  podtive  things  that 
are  happenmg  here  in  Missisdroi  to  help  assure  greater  access  of 
older  dtizens  to  health  care  facilities  and  nealth  care  services. 

TUs  is  obviously  a  very  broad  and  complex  topic,  and  we  are  not 
going  to  be  able  to  discuss  every  aspect  of  it  in  ereat  detail  in  a 
3-hour  hearing.  But  it  is  important  that  we  talk  about  it  and  that 
we  try  to  put  our  heads  together  and  ei^lore  the  options  for  deal- 
ing with  and  solving  the  problems  associated  with  access  to  health 
care.  We  want  to  know  what  is  currently  being  done  in  our  State 
to  break  down  whatever  barriers  do  exist  in  health  care  access  for 
older  dtizens  and  what  else  should  be  done,  especially  at  the  Fed- 


3 

eral  level  in  connection  with  our  responsibilities  for  legislating 
health  care  programs. 

We  are  especially  interested  in  those  activities  that  mig^t  be 
emulated  by  other  States  and  also  that  could  serve  as  prototypes 
for  Federal  programs. 

We  win  hear  from  three  panels  today.  The  first  panel  will  be 
made  up  of  publicly  support^  providers,  including  State  and  Fed- 
eral health  officials  as  well  as  the  director  of  a  community  health 
center  which  is  partially  supported  by  the  Federal  Government 
Our  second  will  consist  of  private  service  providers  representing 
physicians,  nurses,  long-term  care  facilities,  and  hospitals.  Our 
third  panel  will  be  the  tihird-party  payers,  those  who  primarily  pay 
for  the  healtih  care  needs  of  our  citizens,  including  Medicaid,  Medi- 
care, and  the  private  sector  insurance  industry. 

I  think  this  approach  will  give  us  the  benefit  of  various  perspec- 
tives on  how  we  can  improve  access  for  older  citizens  to  health  care 
products  and  services.  Members  of  Congress  and  the  Administra- 
tion are  spending  a  great  deal  of  time  these  days  discussing  the  se- 
rious situation  confronting  all  citizens  in  health  care  costs  and 
problems  with  availability  of  health  care  services.  I  am  sure  this 
is  an  issue  that  is  going  to  gain  increasing  attention,  especially  as 
our  population  ages.  There  is  a  sense  that  if  we  don't  act  now  to 
deal  with  this  situation,  it  will  become  much  harder  to  manage  in 
the  future. 

I  hope  our  witnesses  today  will  help  us  with  suggestions  and 
ideas  and  their  recommendations  to  our  committee  as  to  what  we 
can  do  or  what  we  should  help  encourage  the  Administration  to  do 
to  improve  our  current  system  of  health  care  services  and  how  we 
can  help  fill  in  the  gaps  that  currently  exist  in  providing  adequate 
and  affordable  health  care  services  for  older  Americans. 

Senator  Cochran.  Let  me  at  this  time  then  welcome  our  first 
panel  of  witnesses  and  ask. you  to  come  forward  to  the  witoess 
table:  Dr.  Alton  Cobb,  who  has  served  our  State  as  its  State  health 
officer  for  many  years.  He  is  recognized  as  one  of  the  most  knowl- 
edgeable and  capable  authorities  on  public  health  in  the  United 
States.  Dr.  Randy  Hendrix,  who  is  executive  director  of  the  Mis- 
sissippi Department  of  Mentid  Health.  Dr.  L.C.  Dorsey;  Dr.  Dorsey 
is  director  of  the  Delta  Health  Clinic  in  Mound  Bayou,  a  commu- 
nity health  center  supported,  in.  pait^  hy  the  Federal  Government 
And  Mr.  Robert  Jackson;  Mr.  Jackson  is  director  of  the  Division  of 
Community  Health  Services  of  the  Public  Health  Service  Region  IV 
office  in  Adanta,  GA. 

We  appreciate  very  much  this  panel  providing  us  with  written 
statements  that  will  be  included  in  the  record  of  the  hearing.  We 
ask  you,  as  part  of  our  effort  to  get  all  of  the  testimony  within  the 
time  frame  we  have  available,  to  summarize  your  statements, 
you  can,  for  us.  And  then  we  will  have  an  opportunity  to  discuss 
yoiir  statement. 

Dr.  Cobb,  welcome.  I  hope  you  will  proceed  to  be  our  leadoff  wit- 
ness. 
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STATEMENTS  OF  ALTON  B.  COBB,  BID^  STATE  HEALTH  OFFT-I 
CEB,  MISSISSn'PI  DEPARTMENT  OF  HEALTH;  A.  BANDEL 
HENDBIZ,  EXECUTIVE  DIBECTOB,  MISSISSgPI  DEPABT-i 
MENT  OF  BIENTAL  HEALTH;  L.C.  DOBSET,  D^W^  DIB£CTOB» 
DELTA  HEALTH  CENTER;  AND  BOBEBT  JACKSON,  DIBEC- 
TOB,  DIVISION  OF  COMMUNITY  HEALTH  SERVICES,  REGION^ 
IV,  UJ5.  PUBLIC  HEALTH  SEBVICE 

Dr.  Cobb.  'Hiank  you  very  much,  Senator  Cochran.  It  is  certainly  ! 
for  me,  and  I  am  sure  for  all  of  us,  a  pleasure  to  be  here  and  to 

Srovide  information  based  upon  our  e3q>eriences  in  the  State  as  to^, 
ow  nearty  we  are  meeting  those  goals  of  assuring  that  all  of  our 
elder^  have  access  to  a  good  health  system. 

We  are  all  aware  that  we  have  an  increasing  aging  population.  J 
The  first  point  I  wanted  to  make  is  that  the  aging  never,  or  almost 
never,  reach  the  point  that  they  themselves  can't  do  things  that 
wiU  improve  their  health  outcomes  in  terms  of  prevention.  In  terms  i 
of  changing  behaviors,  stopping  smoking,  good  nutrition,  reducing 
sodium  intake,  and  increasing  physical  activity  and  losing  weight  | 
are  some  of  the  things  that  many  of  our  elderfy,  particularly  Aose 
who  are  just  beginning  to  advance  into  the  elderly  age  group,  could  I 
be  concentrating  on.  Md  they  need  our  help  and  encouragement  in  I 
those  areas.  | 
The  next  area  is  the  access  to  good  primaiy  care.  In  that  regard,  I 
let  me  emphasize  in  particular  the  importance  of  primaiy  care  that  | 
emphasizes  prevention;  preventions  such  as  the  control  of  hi^ 
blood  pressure.  And  in  Mississippi  we  do  have  an  unusual  preva- 
lence of  h^rpertension  due  to  the  &ct  that  we  have  a  hi|^  percent- 
age of  mmorit^  population  and  hypertension  is  more  commonly 
found  among  black  citizens.  We  have  more  diabetes.  There  is  a  lot  | 
more  we  need  to  do  for  early  detection  and  treatment  through  good 
primary  care  of  those  conditions. 

There  are  many  screening  tests  that  we  could  be  utilizing  more 
effectively-  We  are  in  some  instances.  We  need  to  eqmnd  our 
screening  amon^  women  for  breast  cancer  with  mammogn^hy  and 
prostate  cancer  m  men. 

Next  is  immunization.  And  I  guess  there  is  nothing  more  fun- 
damental in  prevention  than  immunization.  Immunization  against 
pneumonia  and  influenza.  As  I  already  mentioned,  counsehng  to  [ 
promote  healthy  behaviors,  and  good  primaiy  care  to  deal  with 
these  conditions,  are  veiy  important 

A  comment  or  two  about  what  our  agency,  throu|^  its  local 
health  departments,  is  attempting  to  do  to  address  some  of  these 
issues.  We  do  provide  screening  and  treatment  services  for  both  hy- 
pertension ana  diabetes.  However,  we  are  limited  in  our  ability  to 
reach  out  to  all  of  those  who  need  our  service.  This  past  year  we 
served  approximately  3,300  persons  with  hypertension  and  some 
1,192  diabetics.  This  was  done  in  cooperation  with  the  private  med- 
ical community  in  our  locations  where  our  health  departments  are 
located. 

A  little  plug  here  for  sometiung  pending  in  Congress  that  I  know 
in  addition  you  have  a  good  bit  to  do  with,  a  lot  to  do  with.  These 
services  that  we  are  funding  for  hypertension  and  diabetes  are 
funded,  in  large  part,  through  our  Federal  funds  through  our  pre- 
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ventdve  health  services  block  grant  That  block  grant  program  now 
is  at  around  $100  million. 

A  proposal  is  pending  to  increase  that  to  $175  million.  If  that 
were  poss^le,  we  could  reach  out  and  serve,  in  cooperation  with 
private  physicians,  a  larg^e  number  of  the  additional  hypertensive 
patients  and  diabetic  patients  who  do  not  have  other  resources  and 
access  to  care.  That  would,  in  my  judgment,  be  a  real  critical  thing 
that  we  could  do  and  would  do  if  we  nad  the  additional  resources. 

In  terms  of  immunizations,  we  have  an  active  adult  immuniza- 
tion program.  Last  year  we  provided  influenza  immunizations  to  al- 
most 50,000  people  and  pneumonia  vaccine  to  about  8,000.  We  all 
know  that  both  of  these  conditions,  influenza  and  pneumonia,  are 
particularly  hazaurdous  for  the  elderly,  particularly  toe  frail  elderly. 
We  have  worked  cooperatively  with  our  nursing  homes  to  try  to  as- 
sure that  all  persons  in  those  facilities  are  properly  immunized. 

About  25  percent  of  die  frail  elderly— that  is,  those  over  85 — 
have  limitations  in  their  ability  to  function,  to  do  those  activities 
of  daily  living.  Few  of  our  elderly,  xmless  they  are  eligible  for  Med- 
icaid, can  anord  long-term  care.  As  you  know,  the  anbrdability  of 
long-term  care,  nursing  home  care,  is  a  national  issue.  I  would  like 
to  put  it  in  the  recordhere  that  lhat  is  an  issue  that  this  Nation 
needs  to  grapple  with  and  find  some  way  to  solve,  so  that  as  our 
population  ages,  our  people  can  have  a  basis  for  payment  for  ade- 
quate long-term  care. 

Home  health  services  are  a  very  important  part  of  the  spectrum 
of  services  to  address  the  needs  of  particularly  the  home-bound  el- 
derly. We  are  one  of  the  agencies  that  provides  home  health.  There 
are  a  number  of  private  agencies.  This  is  a  service  that  has  been 
growing  by  leaps  and  bounds.  Last  year  the  increase  in  our  visits 
was  over  .50  percent  I  am  sure  that  this  is  a  valuable  service,  we 
know  itfs  a  valuable  service,  but  there  are  still  persons  who  some- 
how don't  fit  exacthr  the  home  health  criteria.  Senator,  as  you  re- 
call, you  were  helpml  to  us.i|i  gaining  approval  for  some  authority 
for  a  different  level  of  home  health  service.  In  our  State  this  is 
called  Project  Home.  Under  £his,  we  are  able  to  serve  some  addi- 
tional persons  who  would  not  otherwise  be  eligible  for  home  health 
services.  And  in  that  particular  project  area,  I  think  that* s  meeting 
the  needs  of  a  fiedr  number  of  elderly  who  otherwise  would  be 
handicapped  in  not  having  that  service. 

There  are  gaps  in  homemaker  services  and  other  social  services. 
These  services  are  provided  with  support  throu^  our  Department 
of  Human  Resources  and  the  Coimaf  on  Aging.  We  all  Imow  that 
social  isolation  is  both  a  risk  &ctor  for  disease  and  a  measure  of 
reduced  functional  independence.  Social  si^)port  networks  are  in- 
fluential in  fostering  the  health  and  independence  of  elderly  per- 
sons. 

Depression — and  I  am  sure  Dr.  Hendrix  will  mention  this  prob- 
lem— ^is  a  particular  problem  among  the  elderly.  Men  age  65  to  74 
have  the  hi^est  suicide  rate  in  our  Nation.  That  is,  I  suspect,  a 
result  of  the  difficulties  in  adjusting  sometimes  to  retirement,  ad- 
justing to  changing  life  styles,  adjusting  to  health  problems,  and 
social  isolation. 

The  Council  on  Aging,  I  know,  is  going  to  give  a  written  state- 
ment, but  I  had  a  note  or  two  on  some  of  their  services  because 
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we  have  worked  so  closely  with  them.  Last  year  the  Mississippii 
Council  on  Aging,  using  funds  under  the  Older  Americans  Act,  pro- 
vided almost  5  million  luiits  of  service  to  about  85,000  clients  in 
Mississippi  You  know,  this  is  veiy  impressive  because  I  think  our 
total  numbers  of  elderly  in  this  State  are,  what,  250.000  or  so. 
Tliese  included  in-home  services  to  almost  10,000  people,  commu- 
nity services  to  66,000.  Three  million  meals  were  served.  That's  a 
lot  of  eiUdng.  And  1^00,000  of  those  were  in  congregate  sites,  and 
particularly  in  my  interest,  almost  2  miUion  were  at  home  because 
so  often  to  provide  the  meals  at  home  in  coi^junction  with  home- 
maker  in-home  health  makes  for  the  full  spectrum  of  service.  It 
makes  it  pos83>le,  with  the  famjiy  support,  for  the  elderly  person 
to  remain  at  home. 

We  an  know  that  for  many,  however,  nursing  home  care  is  nec- 
essary. You  will  hear  testimonjr  from  the  representatives  of  the 
nursing  home  industry  in  Mississippi.  We  continue,  however,  to 
have  a  shortage  of  nursing  home  beds  in  this  State.  This  is  mainly 
due  to  the  fSeict  that  our  legislature  has  put  a  ceilin|^  on  the  number 
of  nursing  home  beds  in  order  to  limit  the  expenditures  under  the 
Medicaid  program.  However,  there  are  additional  persons  needing 
that  service,  and  somehow  I  think  we  need  to  try  to  find  a  way 
throu^  that  dilemma  at  this  time. 

One  other  area  that  I  wanted  to  emphasize  is  the  area  of  geri- 
atric medicine  in  regard  to  primaiy  care.  We  have  in  our  Nation 
very  few  ph3rsicians  who  are  trainea  in  geriatrics  as  a  specialty.  In 
admtion,  frankly,  in  my  judgment,  our  medical  schools  and  resi- 
dency programs  have  not  bem  doing  a  very  good  jdt>  in  emphasiz- 
ing geriatrics  as  a  part  of  the  curriculum  in  their  medical  school 
curriculum  and  in  their  residency  programs  in  primary  care. 

This  is  reflected  in  the  &ct  that  it  is  veiy  (ufBcult  to  get  physi- 
cians interested  and  motivated  to  serve  patients  in  our  nursing 
homes.  Another  fiactor  that  relates  to  that  is  the  low  rate  of  reim- 
bursement for  physicians  to  visit  patients  in  nursing  homes. 

Senator,  I  think  you  are  aware  of  the  development  of  the  RVS 
fee  system  that  is  now  beixig  worked  on.  I  saw  a  pi^r  recently 
that  showed  among  all  of  the  physician  services  that  have  heexk 
ranked,  the  payment  for  a  physician  to  visit  a  patient  in  a  nursing 
home  was  the  lowest-paid,  relative  to  value  and  other  services,  of 
all  physician  services.  So,  here  we  are  concerned  about  access  of 
patients  to  nursing  homes  and  to  good  quali^  physician  service, 
and  yet  we  really  don't  compensate  the  physician  adeqni^ly  to 
make  that  possible. 

One  other  area  that  I  think  could  be  emphasized  more  is  that  of 
geriatric  nurse  practitioners.  We  utihze  nurse  practitioners  exten- 
sively in  IhGssissippi.  We  have  one  training  program  for  geriatric 
nurse  practitioners.  It  is  my  opinion  that  more  geriatric  nurse  prac- 
titioners could  be  utilized  very  effectively  in  ntirsine  homes  to  help 
fill  this  gap  for  health  supervision  in  the  absence  of  physician  cov- 
erage. 

I  nave  some  notes  in  my  report  on  the  Geriatric  Education  Cen- 
ter in  Jackson,  which  I  know  you  are  femiliar  with.  I  have  some 
notes  dealing  with  the  expansion  of  Medicaid  to  additional  elderly, 
which  I  am  sure  Ms.  Wetherbee  will  comment  on  more  extensively. 
This  is  going  to  be  very  meaningful  and  very  helpful  to  us. 
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In  closing,  I  would  like  to  thank  you  for  your  interest  in  this  area 
of  he£dth  care  and  your  interest  in  all  aspects  of  health  care  as  we 
have  worked  togedier  over  the  past  several  years  and  I  have 
worked  with  your  fine  staff.  I  have  appreciated  the  opportunity  of 
working  with  you  and  with  them  on  advancing  the  weUare  of  peo- 
ple in  Mississippi  to  gain  better  access  to  health  care.  Thank  you 
for  allowing  me  to  be  here. 

[The  prepared  statement  of  Dr.  Cobb  appears  in  the  appendix.] 

Senator  Cochran.  Thank  you.  Dr.  Cobb.  We  appreciate  your 
being  our  leadofF  witness  today.  I  think  you  have  set  the  tone  for 
the  hearing  veiy  nicely  and  touched  on  a  lot  of  different  aspects  of 
this  issue  area.  We  appreciate  your  being  here.  Thank  you  veiy 
much  for  your  testimony. 

We  will  now  hear  from  Dr.  Randel  Hendrix. 

Dr.  Hendrix. 

Dr.  Hendrk.  My  presentation  will  have  four  points  to  it  I  will 
speak  briefly  about  some  statistical  data  related  to  mental  health 
and  the  elderly;  second,  I  will  speak  about  some  of  the  research  ef- 
forts we  have  done  in  the  State  to  try  to  get  a  hold  of  this  problem; 
third,  the  services  we  provide  now;  and  fourth,  some  recommenda- 
tions about  what  needs  to  be  done. 

Statistically,  the  incidence  of  mental  health  problems  among  the 
elderly  has  been  reported  to  be  hi^er  than  in  the  general  popu- 
lation. Specifically,  worldwide,  the  elderly  lead  the  World  Hecdth 
Organization's  list  of  new  cases  of  mental  illness.  There  are  236  el- 
derly per  100,000  who  suffer  from  mental  illness  compared  with  93 
per  100,000  for  other  age  ranges  such  as  45  to  64.  Fifteen  to  25 
percent  of  the  elderly  in  the  United  States  suffer  from  significant 
symptoms  of  mental  illness.  The  highest  suicide  rate  in  America  is 
among  those  age  65  and  older.  This  age  group  represents  12  per- 
cent of  the  population  of  the  United  States  but  accounts  for  20  per- 
cent of  the  suicides  nationwide.  In  Mississippi,  the  elderly  person 
60  years, ofage  or  older  r^resents  14  percent  of  the  total  caseload 
of  {he  persons  seen  in  our  mental  health  facilities  in  the  commu- 
nity and  20  percent  of  our  caseload  of  those  persons  we  see  in  our 
State  psychiatric  hospitals,  again  keeping  in  mind  the  figure  of  12 
percent  as  their  representation  within  the  population. 

Two  things  that  we  have  tried  to  do  in  the  State:  In  1985  and 
1986  we  set  up  an  interagency  task  force  on  the  elderly  with  men- 
tal handicaps,  and  thev  published  their  findings  in  a  publication  on 
June  1,  1986,  entitled  "Elderly  Mentally  Handicapped  Mississip- 
pians:  A  Coordinated  Plan."  It  has  a  wide  range  of  services  that  are 
needed  by  the  mentally  ill  who  are  also  aged,  outlined  in  that  pub- 
lication. 

I  Second,  as  a  part  of  the  State's  requirement  for  a  State  mental 
;  health  plan,  the  Department  of  Mental  Health  established  in  1989 
i  an  elderly  task  force  as  part  of  the  Mississippi  State  Mental  Health 
Planning  Council.  It  has  an  ongoing  function  to  evaluate  and  up- 
date what  the  needs  of  this  special  population  are.  The  chairman 
jf  that  task  force,  Senator  Cochran,  lives  here  in  Claiksdale,  and 
[  believe  he  is  in  the  audience,  Mr.  Newton  Dodson,  who  is  head 
)f  the  local  mental  health  center.  He  is  head  of  the  State's  elderly 
Ask  force  on  the  State  Mental  Health  Planning  Council. 
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They  now  are  in  the  process  of  holding  10  small  regional  meet- 
ings around  the  State,  and  with  the  help  of  Dr.  Cobb  and  other 
State  officials,  we  are  having  representation  from  the  Health  De- 
partment, the  Mental  Healu  Department,  from  the  Council  on 
A|^g,  from  the  Economic  Planning  Districts,  frt)m  Medicaid,  fi^m 
the  health  centers  such  as  the  one  operated  by  Dr.  Dorsey,  to  tiy 
to  come  up  with  the  parameters  of  services  that  are  available  with- 
in dven  mstricts. 

Tne  reason  we  are  doing  that  is  that  we  find  that  old  people  like 
Dr.  Cobb  and  myself,  who  have  been  around  20  years,  know  how 
the  system  works  ana  we  can  pretty  well  help  a  person  if  they  con- 
tact us  directly. 

One  of  the  parts  of  these  meetings  is  to  allow  the  people  on  the 
local  level  to  become  fiemiiliar  with  one  another  at  all  ranees  of  ad- 
ministration so  that  we  have  an  oncoming  group  of  professionals 
and  paraprofessionals  that  know  the  network  of  services  within  the 
State.  These  task  forces,  the  10  regional  meetings,  in  addition  to 
coming  up  with  a  fimdized  report,  serve  as  self-trainers,  cross- 
training  for  those  persons  interested  in  the  mentally  ill  and  the 
mental  handicapped  elderly  citizen. 

What  are  we  doing  now  m  Mississippi?  The  State  has  two  pri- 
mary modes  of  service  for  persons  who  are  elderly:  A  person  tiiat 
is  elderly  that  is  acutely  psychotic  is  usually  treated  in  a  State  psy- 
chiatric hospital  located  at  either  Meridian  or  Whitfield,  iust  out- 
side of  Jackson.  The  majority  of  the  elderly  that  we  serve,  however, 
are  served  tiiroug^  our  community  mentiu  health  centers,  such  as 
the  one  located  here  in  Clarksdale  and  in  other  nugor  cities 
throughout  Mississippi 

These  fodlities,  tne  community  centers,  provide  individual  ther- 
apv,  which  can  consist  of  counseling  with  the  person,  or  they  pro- 
vide individual  therapy  in  terms  of  meeting  with  the  physician  to 
monitor  the  medication  that  a  person  is  taking.  We  have  some  spe- 
cialized day  programs  and  services  for  the  elderly— not  enough,  but 
some.  And  we  have  those  generic  services  one  finds  in  a  mental 
health  center,  individual  therapy,  group  therapy,  and  the  counsel- 
ing then^ies,  as  well  as  case  management  to  assist  people  with 
problems  outside  the  environment  of  the  mental  healui  center  it- 
self. 

We  also  have  cooperative  relationships  with  most  of  the  nursing 
homes  throughout  the  State  to  do  the  screening  for  persons  in 
nursing  homes  who  mi^t  also  have  a  mental  illness  and  to  provide 
mental  health  therapies  for  those  persons  who  are  in  nursing 
homes. 

What  are  some  of  the  recommendations:  Of  course,  we  always  list 
the  one,  coordinate  existing  services.  Mississippi  is  fortunate.  Mis- 
sissippi is  a  rural  State  and  we  are  a  poor  State,  but  there  are  ad- 
vantages to  beine  a  rural  State  in  the  &ct  that  everyone  seems  to 
know  eveivone  else.  There  is  very  littie  turf  fitting,  and  tiie  peo- 
ple are  willing  to  cooperate  in  almost  any  way  that  you  request  of 
them  to  maximize  what  limited  resources  tiiey  have  available.  I 
guess  it's  that  we  have  a  spirit  of  being  a  home,  one  big  home  that 
just  happens  to  be  an  entire  State. 

The  second  thingis  that  we  need  to  increase  the  access  of  exist- 
ing senior  services  py  the  elderly.  In  some  instances,  we  have  serv- 
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ices  but  certain  portions  of  our  population  aren't  aware  that  tihey 
exist.  We  have  a  number  of  persons  in  Mississippi  who,  throu^^  no 
fault  of  their  own,  are  not  extremely  sophisticated  academically 
and  sometimes  the  service  exists  in  tii&r  hometown  but  they  are 
not  aware  that  it  exists. 

A  thh-d  thing  is  the  elimination  of  institutional  barriers.  What  I 
mean  by  that,  sometimes  we  have  inherent  rules  that  preclude  the 
efficient  delivery  of  services.  One  which  I  am  sure  the  people  from 
the  nursing  homes  are  going  to  speak  about  is  we  have  an  Omni- 
bus Budget  Reconciliation  Act  which  was  passed  in  1987,  and  it 
had  some  very  good  things  in  it- 
One,  they  started  requiring  that  persons  not  just  be  placed  in 
nursing  homes  if  they  needea  mental  health  treatment,  they  had 
to  have  physical  impairment  But  the  requirements  to  evaluate  a 
person  to  make  sure  they  don't  have  those  are  so  stringent  that  the 
end  result  is  that  many  people  who  are  primarily  physically  dis- 
abled, who  iust  happen  to  have  some  secondary  mental  problem 
but  with  whom  it's  very  secondary,  their  primary  problems  are 
physical,  that  the  screening  process  is  so  strenuous  that  many 
nursing  homes  give  up  and  accept  the  more  easily  manageable  pa- 
tient This  is  not  done  out  of  a  desire  not  to  serve  the  more  difficult 
one,  but  fav  the  time  they  jump  diroup^  all  the  necessary  require- 
ments of  tnat  law,  it's  iust  not  economically  feasible  for  them. 

That  is  the  type  of  institutional  barriers  I  am  talking  about. 
What  started  out  good,  as  an  example,  the  extreme  restrictions  for 
controls  that  you  can  place  on  an  elderly  person  who  is  in  a  nurs- 
ing home  who  is  somewhat  out  of  contact  with  reality— Aey  wan- 
der and  they  roam  around — ^and  the  only  thing  you  can  do  under 
the  new  OBRA  requirements  is  put  a  one-on-one  staff  member  as- 
signed to  that  person  to  keep  them  firom  roving.  So  what  happens 
is  that  person  ends  up  getting  a  commitment  order  and  bein|^  sent 
to  the  State  hospital,  when  the  person  was  perfectly  well  off  m  the 
nursing-home.  That  is  the- type  of  institutional  problem  that  we 
would  need^help  with.  \ . 

Another  thing  that  we  would  talk  about  is  cross-training.  We 
have  many  persons  that  are  trained  in  social  work  or  in  the  edu- 
cation field  or  the  me<lical  field  or  in  the  psychology  field,  but  very 
little  of  the  curriculum  of  those  different  oisciplines  cross.  We  have 
a  limited  number  of  persons  who  are  actually  trained  to  work  with 
the  elderly  population  that  is  mentally  ill.  There  is  very  little  firnd- 
ingfor  these  specialized  training prbprams. 

The  other  thing  which  I  will  mention— I  won't  go  througji  all  the 
recommendations— is  day  services.  There  are  many  pnersons  that 
are  mentallv  ill  that  sometimes  come  to  our  State  hospitals  or  who 
end  up  pernaps  in  a  nursing  home  who,  if  there  were  an  appro- 
priate day  program,  a  program  that  was  properly  funded,  could  ac- 
tually be  served  during:  the  day  in  that  program  and  in  the  after- 
noon go  back  to  their  home  when  their  children  get  off  work;  sort 
of  the  reverse  of  child  day  care.  But  we  don't  have  funding  for  that 
in  this  State,  not  adequate  funding,  and  I  am  not  aware  of  funding 
at  all. 

I  won't  £0  through  the  other  recommendations  we  have  listed  be- 
cause we  nave  two  other  speakers.  But  I,  like  Dr.  Cobb,  thank  you 
for  taking  time  to  come  to  Mississippi  and  give  us  an  opportunity 
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to  speak.  I  will  have  to  also  echo  that  my  staff  comments  about  the  i 
fact  that  no  matter  what  our  request  for  information  is,  your  staff  I 
always  provides  it  I  know  you  mig^t  wonder  how  your  staff*  pro- 
ceed, but  th^  do  respond  to  both  verbal  and  written  requests  for  i 
information.  That  is  something  to  be  proud  of.  ] 

[The  prepared  statement  of  Dr.  Hendnz  appears  in  the  appen-  i 
diz.]  ] 

Senator  Cochran.  Thank  you,  Dr.  Hendrix.  I  appreciate  those 
comments  and  your  testimony  as  welL 

Before  moving  on  to  Dr.  Dors^,  I  want  to  acknowledge  with  you 
and  Dr.  Cobb  the  presence  of  Mr.  Newton  Dodson,  who  not  only  is 
active,  as  you  pointed  out,  in  the  task  force  on  health  care  issues 
around  the  State  of  Mississippi  but  he  also  served  on  the  Federal  I 
Council  on  Aging.  I  recommended  him  for  consideration  a  few  years  il 
ago,  and  he  was  appointed  to  that  body  and  of  course,  in  connection  | 
with  those  duties,  went  to  Washii^ton  from  time  to  time  to  attend  i 
meetii^.  He  helped  to  provide  guidance  and  assistance  to  the  Fed-  I 
eral-level  Administrator  on  Aging  in  Washington  and  other  Federal  I 
officials  and  really  did  an  outstandine  job.  I  just  want  to  acknowl- 
edge that  and  thank  him  for  being  nere  today.  He  adds  a  little  I 
class  to  this  whole  operation  here     bringing  that  kind  of  author-  ! 
ity  to  this  meeting. 

And  Ms.  Billie  Marshall,  who  is  director  of  the  Mississippi  Coun- 
cil on  Ag^g.  Dr.  CoU)  mentioned  her  and  the  fine  work  tnat  th^ 
are  doing,  and  the  outstanding  services  that  are  provided  under  the 
auspices  of  that  coundL  She  is  a  leader  in  this  field  as  well  and 
has  been  to  Washington  fi^m  time  to  time  to  testify  at  hearings 
similar  to  this  one.  She  does  a  wonderful  job  representing  our 
State's  interests  in  those  ways. 

Now  le^s  hear  from  Dr.  L.C.  Dors^.  Dr.  Dorsey,  as  I  mentioned, 
is  connected  with  the  Delta  Health  Center  in  Mound  Bayou.  She 
is  well  respected  throu|^out  our  State  for  the  fine  woik  she  has  , 
done. 

Welcome  to  the  hearing. 

Dr.  Dorsey.  Thank  vou.  Senator  Cochran,  and  thank  you  for  in- 
viting me  to  come  ana  testi^  before  this  committee.  I  would  like, 
on  behalf  of  the  Mississippi  Association  of  Community  Health  Cen- 
ters and  its  director,  Mr.  Robert  Pug^,  to  welcome  you  to  the  State 
of  Mississippi  and  would  like  to  invite  you,  if  you  haven't  had  a 
chance  to  stop  by  one  of  the  21  health  centers  in  the  State,  to  do 
this  on  this  trip  or  some  other  trip. 

Based  on  the  1980  census  for  Mississippi,  11.5  percent  of  Mis- 
sissippi's population,  or  289,000  citizens,  were  65  years  old  or  older, 
.proximately  94,000,  or  33  percent  of  this  group,  were  African 
Americans.  And  most  of  Mississippi's  population,  as  you  well  know, 
live  in  rural  areas,  and  most  of  the  elderly  people  in  rural  Mis- 
sissippi live  in  poverty.  Over  51  percent  of  African  American  elder- 
ly live  in  poverty  in  our  State,  and  25.7  percent  of  the  white  elderly 
live  in  poverty. 

Now,  these  two  statistics  are  important  when  we  talk  about  ac- 
cess to  health  care.  There  is  no  money  to  pay  for  it,  and  transpor- 
tation becomes  a  serious  barrier.  The  rural  elderly,  in  addition  to 
living  away  from  service  providers  and  having  less  money  and  no 
insurance  to  pay  for  care,  are  more  likely  than  their  urban  counter- 
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parts  to  be  afflicted  with  chronic  illness.  Fort^-one  percent  of  the 
niral  elderly  are  constantly  under  the  care  of  a  doctor,  or  should 
be  under  the  care  of  a  doctor. 

For  tiie  rural  elderly  in  Mississippi,  there  are  two  major  and  sev- 
eral minor  barriers  to  health  care.  The  major  barriers  are  eco- 
nomic: money  for  health  care  or  money  to  pay  the  hi^  premiums 
of  health  insurance;  and  transportation  to  and  from  the  health  care 
provider.  The  commimity  health  center  that  I  am  director  of  pro- 
vides health  care,  comprehensive  health  and  dental  care,  to  ap- 
prozimaiely  60  percent  of  our  patient  population  who  are  65  and 
older.  For  those  persons  who  live  in  rund  areas,  we  pay  contracted 
transportation  providers  from  94  cents  per  mile  to  75  cents  per 
mile  to  bring  patients  to  the  center.  Patients  who  prefer  not  to  ride 
a  bus  or  a  van  to  the  center  often  pay  from  their  limited  income 
as  much  as  $40  per  trip  to  come  to  see  a  doctor  or  to  see  a  dentist 

Rural  America  and  tne  rural  elderly  are  characterized,  and  per- 
haps romanticized,  as  proud,  independent,  and  highly  individualis- 
tic people.  These  traits  also  cany  over  into  health  care-seeking  be- 
havior and  may  prevent  seeking  health  care  if  the  perception  of 
charity  is  attached.  Consequenuy,  many  of  the  rural  elderly  are 
loath  to  apply  for  or  seek  health  care  at  a  center  such  as  ours  or 
other  locations  that  are  perceived  to  take  care  of  the  poor  or  those 
without  finances.  Because  their  value  system  is  centered  around 
payment  of  their  obligations  and  being  true  to  their  word,  they  are 
more  careful  about  making  debts  with  private  providers  or  with 
hospitals. 

^proximately  26  percent  of  the  State's  population,  or  690,000 
people,  are  uninsured,  with  no  protection  against  the  high  cost  of 
becoming  ill.  Only  54  percent  of  persons  eligible  for  Medicaid,  in- 
cluding manv  elderly  citizens,  are  actually  enrolled  in  the  program. 

Additionally,  there  are  thousands  of  people  who  are  eligible  for 
Medicare  who  fear  that  thev  will  lose  their  homes  or  life  savings 
if  they  become  ill  or  have  U>he  admitted  to  the  hospital 

Access  to  health  care  providers  for  elderly  rural  Mississippians 
is  often  a  major  problem.  T^ie  formula  for  primaiy  care  physicians 
ratio,  adequate  ratio,  is  one  primary  care  physician  to  2,000  popu- 
lation. In  1988,  this  ratio  was  one  physician  to  1,600  population. 
However,  53.7  percent  of  all  of  the  primary  care  physicians  in  the 
State  lived  and  practiced  medicine  in  ei|^t  counties  which  included 
the  State's  large  urban  areas. 

The  most  popular  formula  for  determining  adequate  health  man- 
power in  an  area  is  to  cpimt  the  number  of  doctors  available  versus 
the  number  of  people  who  live  in  the  area.  Tliis  formula  does  not 
include  the  problems  of  physicians  who  prefer  not  to  treat  Medicaid 
patients — and  there  are  some — ^patient  transportation  problems, 
child  care  problems,  or  patient  preference  for  selecting  a  provider 
of  their  choice.  Some  physicians  are  perceived  not  to  be  courteous 
or  to  be  racist  or  not  to  care  to  have  poor  or  nonwhite  patients. 
Whether  the  perception  is  true  or  not,  this  often  causes  delay  in 
seeking  care  in  this  area. 

Many  of  the  rural  elderlv  are  nondrivers  and  are  dependent  on 
public  transportation,  which  in  our  State  and  certainly  in  the  rural 
areas,  is  not  the  most  effective.  Therefore,  neighbors  are  often 
called  upon  to  take  them  to  and  from  health  care.  Because  many 
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of  them  are  poor,  as  stated  earlier,  or  living  in  poverty  and  on  fixed  J 
incomes,  the  frequency  or  how  often  th^y  seek  health  care  is  deter^ 
mined  by  the  lUSordcdBilit^r  and  their  ability  to  get  a  neig^ibor  or  i  ^ 
church  member  to  bring  tnem  to  the  doctor.  1 1 

The  alternative  in  this  situation  is  that  more  and  more  of  Mis]  l 
sissippi's  elderly  are  turning  to  a  system  of  self-care,  utilizing  over- 
the-counter  medications  and  products,  using  herbal  medicine  and 
products,  and  reiving  to  a  lareer  extent  on  spiritual  exercises,  sudr 
as  laying  on  of  tbe  hands  ana  prayer  meetings,  as  an  extension  or 
the  health  care  services  available  to  them.  ' . 

The  elderly  are  a  special  population  who  has  paid  its  dues  in' 
Mississippi,  m  the  Mississippi  woriqplace,  whether  it  was  on  plan- 1 
tations,  Apartment  stores,  classrooms,  or  as  domestics  or  fiajctoiy  i 
woikers.  Tbey  have  paid  taxes  and  supported  progress  for  the  next;! 
generations.  They  saved  mon^r  for  their  retirement,  never  expect- 1 
ing  illness  or  health  insurance  to  be  as  expensive  as  it  is  today.  We  ! 
owe  it  to  this  generation  to  find  a  way  to  meet  their  health  care  ] 
needs  that  is  efficient,  cost  effective,  and  humane. 

Preventive  health  care  is  offered  at  community  health  centers  { 
such  as  the  one  here  in  ClaiiLsdale— the  Aaron  Heniy  Health  Care  1 
Center— and  at  Delta  Health  Center,  the  Nation's  oldest  commu- 1 
nity  health  center,  located  in  Mound  Bayou,  which  look  at  a  per- 
son's healtli  care  needs  and  look  at  the  family's  income  and  dis- 
counts the  price  of  Uiose  services  to  an  affordable  leveL  This  is  the 
best  investment  of  the  tax  dollars  in  the  health  care  field  in  the 
last  25  years. 

At  tms  point,  community  health  centers  do  not  receive  direct 
funds  fi*om  the  State  of  Mississippi's  legislature  fbr  these  health 
care  services.  But  if  we  received  only  5  or  10  percent  matching 
funds  with  the  Federal  funds  received  from  Hc^th  and  Human 
Services,  eadi  center  has  the  capacity,  without  adding  a  single  staff ; 
person,  of  expanding  the  scope  of  services  to  the  frail  elderlv  and  ] 
the  elderlv  in  our  communities  through  outreach  program  ana  serv-  [ 
ices  and  for  increased  visits  to  the  centers  and  tne  centers'  health  | 
care  providers. 

Sural  Mississippians  receive  less  direct  information  about  dis- 
ease prevention  and  health  promotion  Uian  residents  of  cities. 
Health  education  often  is  not  axiv  more  available  than  doctors  to 
rural  residents.  The  evidence  or  the  need  for  patient  education  I 
should  be  evidenced  by  comparison  to  litera^r  rates.  Often,  detailed 
written  instructions  are  given  to  the  patient  with  the  prescription 
and  a  1-minute  oral  presentation.  Doctors  at  Delta  Health  Center 
report  incidents  of  having  the  patient  return  to  the  clinic  fbr  follow- 
up  visits  oniy  to  learn  that  the  medication  has  not  been  taken  be- 
cause of  the  failure  to  understand  both  the  written  or  oral  instruc- 
tions. Outreach  workers  could  help  with  this  problem  in  a  veiy 
cost-effective  way. 

One  example  of  a  situation  which  we  experience  at  the  health 
center,  which  is  not  isolated,  addresses  both  the  literaqr  problems 
of  our  population  and  &e  economics.  It  is  demonstrated  in  tins  ac- 
count told  to  me  fay  a  former  physician  who  had  a  patient  on  a  re- 
turn visit  who  had  not  taken  any  of  one  medication  that  he  had 
prescribed.  When  he  asked  the  patient  why  he  hadn't  taken  the 
pills  which  he  had  prescribed  to  be  taken  with  orange  juice,  the  el- 
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derly  patient  patiently  explained  to  the  doctor  that  he  hadn't  taken 
the  medicine  because  he  had  not  had  any  money  to  buy  orange 
juice. 

Community  health  centers  can  offer  quality  health  care  and 
health  edxication  to  elderly  rural  Mississippians.  The  cutback  in 
f^mding  over  the  past  few  years  has  significantly  curtailed  our  out- 
reach work  in  disease  prevention  and  health  education.  It  has  also 
curtailed  the  ability  to  send  out  health  coxmselors  to  work  with  the 
elderly,  many  of  wnom  are  homebound  and,  as  Dr.  Cobb  indicated 
earlier,  som^ow  fall  through  that  tiny  crack  of  not  being  eligible 
for  home  care  visits. 

This,  coupled  with  an  improved  public  transportation  S3rstem 
that  woiild  not  stop  at  coimty  lines  and  would  not  stop  at  boundary 
lines  where  tiie  grant  says  the  service  area  ended  and  which  had 
more  routes  so  that  a  person  would  not  have  to  wait  all  day  when 
he  got  to  a  center  before  he  could  get  a  ride  back  home,  would  real- 
ly increase  patients',  especially  elderly  patients',  access  to  available 
health  care. 

Outreach  workers  who  could  help  patients  cut  through  the  red 
tape  and  help  them  understand  the  access  to  the  services  would 
also  be  benencial.  Many  of  &e  elderly  patients  simply  have  mis- 
conceptions and  have  received  misinformation  about  services  that 
are  available  in  their  communities,  whether  those  communities  are 
small  towns  or  counties.  They  simply  are  afraid  and  have  not  had 
anyone  sit  down  with  them  and  help  explain  away  their  problems. 

There  needs  to  be  some  attention  addressed  to  the  hi^  cost  of 
medication  for  the  elderly  as  well  as  the  need  for  some  form  of  con- 
tinuous support  for  those  who  attempt  to  live  alone  in  their  homes. 
A  Nation  with  the  capability  to  conquer  space  and  tread  on  the 
moon's  surface  has  the  potential  of  removing  the  fear  of  becoming 
ill  firom  all  of  its  citizens.  The  kinder  and  gentler  Nation  that  the 
President  has  called  for  should  include  access  to  adequate,  afford- 
able health  care  for  all  Americans,  including  Mississippi's  rural  el- 
derly citizens.  / 

Thank  you  very  much. 

[The  prepared  statement  of  Dr.  Dorsey  appears  in  the  appendix.] 

Senator  Cochran.  Thank  you.  Dr.  Dorsey,  for  bringing  us  this 
important  perspective  from  the  rural  health  centers  that  we  have 
nere  in  Mississippi.  It's  a  pleasure  every  year  to  get  to  visit  with 
representatives  of  the  organizationr-Mr.  Pugh  you  mentioned,  as 
director  of  that  group— when  they  -come  to  Washington.  I  always 
ook  forward  to  that  and  always  benefit  from  those  discussions. 

One  of  the  proposals  that  is  being  presented  to  the  Senate,  as  a 
serious  effort  to  reform  some  of  our  health  care  programs,  has  as 
ts  centerpiece  an  expansion  of  the  rural  health  center  concept, 
^th  outreach  assistance  and  resources  to  tiy  to  get  services  and 
nformation  and  counseling  to  those  who  are  hardest  to  reach  in 
>ur  society.  I  think  there  is  no  doiibt  about  it  that  we  do  have  some 
ieficiencies  in  our  system  that  could  be  improved  if  we  did  a  better 
ob  with  that  kind  of  effort.  You  have  emphasized  that  in  your  tes- 
imony,  and  I  think  it  has  been  veiy  appropriate. 

Let  us  now  hear  from  Mr.  Robert  Jackson,  who  is  here  from  At- 
anta,  GA,  representing  the  Public  Health  Service's  Division  of 
I  Community  Health  Services. 
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Welcome,  Mr.  Jackson.  You  may  proceed.  i  { 

Mr.  Jackson.  Thank  you,  Senator  Cochran.  I  will  confine  my  re-  p 
marks  to  two  basic  programs  plus  one  special  grant  that  we  feel 
impact  most  directJiy  on  elderly  citizens  in  Mississippi.  I  would  likej  a 
to  oeein  by  saying  there  are  over  16,000  re^stered  patients  whos  u 
are  elderly  in  Uie  community  health  centers  m  this  State.  That  is^ii 
10.9  percent  of  all  patients  in  Hie  health  centers.  The  fact  is  this^jSl 
is  predominantliy  a  rural  phenomenon.  Four  percentage  points  in 
higher  utilization  would  be  seen  in  rural  areas  rather  than  urban  I 
ones.  In  general,  the  health  centers  see  between  7.5  and  15  percent  ! 
of  all  patients  who  are  elderly.  The  range  is  considerable.  In  one  t 
urban  area,  onl^  3  percent  or  patients  are  elderly,  in  one  of  the  i 
rural  centers  it  is  nearly  one-third.  ^ 

Overall  since  1987  there  has  been  a  51  percent  increase  in  utili-  ^ 
zation  of  healUi  center  services  by  elderly  patients  in  Mississippi  | 
Through  21  grants  from  funds  through  section  330  of  the  Public  il 
Health  Service  Act,  PHS  provides  $18,790,000  each  year  to  the 
State  of  Mississippi  health  centers.  , 

In  addition,  of  course,  we  are  vexy  dependent  on  Medicaid  and  S 
Medicare  income,  and  it  is  with  some  astonishment,  really,  sir,  that  j 
I  report  to  you  that  since  1986  there  has  been  a  269  percent  in-  i 
crease  in  Medicaid  reimbursements  to  health  centers  in  Mississippi  I 
and  a  45  percent  increase  in  Medicare  reimbursements.  This  rep- 
resents suDStantial  revenue  for  operations  and  finding  new  patients 
and  new  clinics.  An  example  of  the  new  clinics  would  be  Dr. 
Dorses  recent  opening  of  a  satellite  from  Mound  Bayou  in  Green- 
ville, a  step  we  see  as  highly  positive. 

In  addition  to  dollars,  I  would  like  to  point  out  to  you  the  de- 
pendence we  have  on  the  National  Health  Service  Corps.  As  you 
know,  this  scholarship  program  was  basically  phased  out  in  the 
early  1980's.  Despite  that  we  still  have  39  obligated  scholars  prac- 
ticing medicine  in  primary  health  care  centers  in  Mississippi.  Per- 
haps even  more  positive,  thou^,  is  that  the  health  centers  them- 
selves have  successfully  recruited  and  hired  an  additional  45  physi- 
cians and  15  midlevel  providers.  So  we  have  a  cadre  of  99  clinicians 
staffiriE  clinical  services  in  the  health  centers. 

At  the  moment,  we  are  trying  to  recruit  an  additional  23  provid- 
ers for  the  State  of  Mississippi  In  today's  world,  with  competitive 
salaries  and  malpractice  costs,  this  is  a  difficult  task.  I  would  like 
to  commend  the  people  in  the  State  Department  of  Health  and  the 
Primary  Care  Association  and  the  Universi^  of  Mississippi  for 
their  helpfulness  and  their  success  in  the  pnvate  recruitment  of 
physicians.  We  expect  probably  to  fill  about  half  of  the  23  slots  by 
the  end  of  this  program  year. 

I  made  reference.  Senator,  a  moment  ago  to  a  special  demonstra- 
tion project;  that  is,  health  care  services  in  the  home,  a  grant  to 
the  Mississippi  Department  of  Health.  This  is  one  of  wily  five  such 
grants  in  the  country.  I  say  with  some  pride  that  three  of  those  are 
in  the  southeastern  States. 

I  happened  to  find  last  week  that  in  just  health  district  4,  that 
is,  the  Columbus  area,  this  grant  is  providing  care  in  die  home  to 
over  150  households.  And  I  think  it  speaks  to  the  successful  dem- 
onstration in  Mississippi  and  elsewhere  of  what  can  be  done  with 
a  fairly  flexible  funding  source  to  deal  with  people  who  are  simply 
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not  Medicare  or  Medicaid  recipients  or  who  don't  have  those  bene- 
fits currently  available  to  them  in  terms  of  managing  disability  and 
preventing  institutionalization. 

I  As  for  die  future,  in  the  next  few  weeks  the  Federal  Register  will 
!  contain  an  announcement  of  new  start  and  expansion  activity 
tunder  section  330.  Since  this  is  a  national  competition,  it  would  be 
indiscreet  of  me  to  forecast  the  outcome.  I  intend  to  advocate 
strongly  for  two  additionsJ  sites  in  this  State  in  two  different  com- 
imunities. 

Regrettably,  there  is  no  provision  currently  in  the  proposed  budg- 
et for  fiscal  1992  for  any  new  start  activity  or  expansion  activity 
in  that  program. 

In  adoition,  during  the  next  few  months,  my  office  will  be  review- 
ing and  making  some  recommendations  on  the  rural  health  out- 
reach applications  that  you  mentioned  a  few  minutes  ago.  We  ex- 
pect 300  to  500  such  applications. 

A  couple  of  verv  positive  points  that  have  to  do  with  mutual  co- 
operation with  other  agencies:  We  have  had  a  cooperative  agree- 
ment for  primary  care  in  Mississippi  for  nearly  5  years.  In  the  next 
we  are  proposing  to  work  with  tne  State  agencies  and  the  vol- 
untary and  private  sectors  regarding  primary  care  planning  for  all 
counties  in  the  State  so  that  we  can  jointly,  we  hope,  come  to  a  mu- 
tual perception  of  where  the  greatest  needs  are  and  how  we  might 
begin  planning  and  developing  to  meet  those  needs. 

The  second  thing  I  would  &e  to  mention  is  our  longstanding  re- 
lationship between  the  Bureau  of  Health  Care  Delivery  and  Assist- 
ance and  the  Administration  on  Aging.  Five  years  ago  we  began  a 
series  of  State  developmental  meetings  between  community  health 
renters  and  area  agency  on  agiiig  staff.  This  has  been  a  very  pro- 
ductive endeavor  for  us.  You  will  notice  a  few  moments  ago  I  said 
in  rou^ly  the  last  5  vears  we  have  seen  a  50  percent  increase  in 
elderly  users  in  health  centers.  I  would  not  attribute  to  us  either 
:ause  or  effect,  but  we  have^tried  to  be  responsive  to  that 
I;  A  few  weeks  ago  in  Atlanta/ we.held  a  regional  meeting  on  health 
promotion  for  the  elder^,  again  jointly  sponsored  fay  the  Public 
Health  Service,  the  Aommistration  on  Aging,  and  Kaiser 
l^ermanente.  This  was  a  . survey  of  the  current  State  of  technology 
m  disability  prevention  and  me  extension,  dealing  both  with  the 
problems  of  living  such  as  some  of  the  matters  other  witnesses 
lave  already  identified,  jand  what,  is  the  latest  development  in 
lealth  promotion  technology  and  service. 

I  One  point  about  all  this.  Senator.  I  think  in  this  State  as  in  sev- 
j  sral  others  in  the  southeast, -our  principal  concern  at  this  moment 
js  the  rural,  isolated  elde^,  which  I  think  all  three  of  our  other 
lyitnesses  have  spoken  to.  We  have  been  working  through  that  con- 
jerence  and  through  some  other  activities  with  the  historically 
ilack  colleges  and  universities,  including  Tougaloo  College  here  in 
idississippi.  They  have  research  and  practice  staff  in  tiie  area  of 
ervices  to  the  elderly,  and  they  are  helping  us  develop  some  pro- 
gram training  and  resource  development  for  this  very  problem. 
|!  The  last  tmng  that  I  would  mention  then  just  quiddy  is  that  we 
lave  a  joint  project  now  with  the  Centers  for  EKsease  Control  in 
»ur  office  where  we  are  evaluating  new  protocols  for  the  manage- 
iment  of  diabetes,  the  purpose  being,  of  course,  to  prevent  secondary 
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consequences  such  as  blindness,  amputation,  and  the  like.  And  w<| 
will  be  field  testing  those  in  the  next  year  in  a  number  of  healtl 
centers  in  the  souueast  j 
Thank  you  for  the  opportunity  to  comment  U 
[The  prepared  statement  of  Mr.  Jackson  appears  in  the  appen- 
dix.] 

Senator  Cochran.  Thank  you  for  your  good  testimony  and  foi 
coming  over  to  Mississmpi  to  be  with  us  today.  We  have  enjoyed 
a  good  relationship  with  the  Adanta  office,  and  we  hope  we  can 
continue  to  get  oympi^etic  consideration  of  our  requests  for  Fed- 
eral funding  assistance  for  these  pilot  programs.  The  one  you  men- 
tioned, up  m  the  Columbus  area,  we  were  able  to  talk  about  in 
some  detml  at  a  hearing  that  we  held  in  Meridian  on  home  health 
services.  We  had  a  very  good  report  on  the  success  of  it  We  hope 
it  can  continue  to  be  randed  and  that  the  Federal  funds  remain 
available  for  that  kind  of  activity,  and  we  appreciate  your  help  with  i 
that 

I  wonder,  in  connection  with  your  comments  about  the  physicians 
who  are  Public  Health  Service  physicians  who  have  gone  to  school 
with  special  scholarships  that  nave  required  them  to  then  practice 
medicine  for  a  certain  period  of  time  in  rural  areas  or  with  health 
centers,  will  the  termination  of  those  scholarships  severely  affect 
your  ability  to  recruit  and  retain  people  in  these  health  centers? 

Mr.  Jacksos.  Following  a  period  of  panic.  Senator. 

Senator  Cochran.  Following  a  period  of  panic? 

1^.  Jackson.  We  take  a  somewhat  more  balanced  view  of  the  fu- 
ture. We  have  had  success  in  private  recruitment  The  National 
Health  Service  Corps  has  been  authorized,  in  lieu  of  the  scholar- 
ship program,  to  have  the  loan  repayment  program  where  we  can  i 
recruit  people  to  serve.  In  exchange  for  a  year  they  receive  a  cer- 
tain amount  of  mon^  to  help  pa^  off  their  students  debts.  And,  of 
course,  given  the  costs  of  education  today,  there  are  a  lot  of  those 
people  out  there.  So  we  see  this  as  an  alternative  model. 

As  you  may  recall,  the  National  Health  Service  Corps  scholarship 
program  was  last  year  reauthorized  and  expanded.  In  about  6 
years,  whidi  at  my  age  I  realize  isn't  that  wr  away,  we  will  see 
new  obligated  sdiolars  as  well  as  the  loan  repayment  group.  So 
when  I  say  there  was  initial  panic,  I  think  you  can  see  why.  Now 
I  think  we  see  it  as  at  least  tluree  strands:  loan  repayment,  scholar- 
ship, and  private  recruitment  because  the  health  centers  have 
grown  in  sophistication  and  abili^  and  they  are  becomine  more  at- 
tractive options  for  clinical  practice  among  well-train^  physicians. 

One  of  our  concerns,  of  course,  is  with  reference  to  tiie  elderly, 
maintaining  an  adequate  supply  of  internal  medicine  physicians, 
because  ultmiately  that  has  to  he  done.  And  the  other  area  we  have 
considerable  concern  about  is  the  small  nui^r  (tf  psychiatrists.  I 
think  Dr.  Hendrix's  commentsoy  about  depression  and  other  syn- 
dromes in  the  elderly  is  not  wasted  on  us.  Those  are  two  real  con- 
cerns. But  overall,  the  picture  is  becoming  more  positive. 

Senator  Cochran.  Dr.  Dorsey,  one  of  the  issues  that  I  remember 
was  raised  at  this  year's  visit  to  Washington  by  health  center  direc- 
tors was  the  issue  of  claims  based  on  allegations  of  malpractice  and 
the  cost  of  insurance  and  some  alternative  way  of  providing  insur- 
ance coverage  for  health  centers  and  professionals  who  work  there. 
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Dr.  DoBSEY.  Bigtit 

Senator  Cochran.  Just  the  other  day  I  agreed  to  cosponsor  a  bill 
that  is  being  introduced  in  the  Congress  to  authorize  a  self-insur- 
ance program  for  health  centers  throughout  the  country.  I  wanted 
you  to  know  about  that,  and  I  wanted  to  ask  you  whether  or  not 
that  continues  to  be  a  problem  and  is  a  bill  like  this  something  that 
you  think  will  be  helpAil  to  the  health  centers  if  we  are  able  to  get 
that  legislation  enacted? 

Dr.  DORSEY.  Oh,  that  would  be  very  help&L  Some  of  the  health 
centers  pay  as  mudK  as  11  percent  of  our  total  budget  for  mal- 
practice insurance.  The  Mississippi  Primary  Health  Care  Associa- 
tion has  lower  mualpractice  insurance  at  the  top  of  its  agenda  of 
items  that  we  need  to  tiy  to  get  worked  on  this  year.  They  are 
working  very  hard  on  trying  to  nnd  something  better. 

So,  such  a  bill  would  help  us  tremendously.  We  have  tried  this 
before,  but  you  can't  set  enough  in  the  reserves  to  protect  the 
hesdth  centers.  If  you  nave  two  or  three  catastrophic  illness  epi- 
sodes, you  can  just  be  wiped  out.  And  so  a  bill  would  really  help 
a  lot.  It  certain^  would. 

Senator  Cochran.  What  about  the  issue  that  I  was  discussing 
with  Mr.  Jackson,  recruiting  and  retaining  health  care  profes- 
sionals, what  has  your  experience  been? 

Dr.  DoRSEY.  I  was  listening  to  his  answer.  And.  of  course,  he  has 
to  speak  for  all  of  us  here  in  Mississippi.  Depending  on  where  you 
are  in  the  State,  the  situation  is  more  favorable.  If  you  happen  to 
be  in  Edwards,  MS,  or  some  place  in  rural  Hinds  County,  where 
you're  a  few  minutes'  drive  from  Jackson  and  the  restaurants  land 
stuff  there,  you  have  a  better  chance  of  recruiting  there. 

I  just  had  the  unfortunate  experience  of  bemg  kicked  off  the 
I    health  profession  shortage  area  list  for  both  places,  both  the  center 
in  Moimd  Bayou  and  in  Greenville.  The  reason  is  that  in  counting 
the  physicians  they  found  20  primary  care  physicians  in  Bolivar 
County,  and  I  thii^  they  counted  the  folks  at  the  center,  and  32 
I  in  Washington  County,  which  means  we  aren't  eligible  for  place- 
ments. We  are  recruiting;  every  da^  to  tr^r  to  find  people,  but  what 
you  lose  in  that  process  is  the  speoalty  mix. 
I     Now,  we  won't  have  a  problem  with  internal  medicine  specialists, 
I  but  we  will  lose  our  pediatrician  in  September,  and  so  far  there  is 
\  not  one  on  the  horizon  to  replace  that  person.  The  one  whom  we 
I  were  trying  to  recruit  finom  Nashville  got  sent  to  Alabama,  al- 
I  though  she  preferred  to  come  to  Mississippi  because  -  she's  from 
I  Mississippi 

So  that  is  the  problem  we  run  into:  Not  only  do  you  lose  the  spe- 
cialty mix  which  is  appropriate  for  health  centers  since  we  treat 
]  the  entire  famiW  throuig^  all  life  cycles,  we  lost  ihat  ability,  and 
you  wind  up  with  more  internal  medicine  speciidists  than  you  need 
when  you'd  love  to  have  family  practitioners  who  are  becoming 
I  more  and  more  rare.  And  we  haven't  had  an  obstetrician  in  many 
moons,  and  there  is  not  even  a  hint  of  a  promise  on  the  horizon 
of  one  coming  through.  Nurse  midwives  are  very  rare  and  are  loath 
^    to  come  to  small  areas.  So  the  specialty  mix  is  going  to  be  hurt  by 

the  shortage  of  scholars. 
J       Dr.  Hendrdc.  May  I  comment  on  that? 
Senator  Cochran.  Sure,  Dr.  Hendrix. 
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Dr.  Hendrdl  We  thou^t  the  training  of  physicians  program^ 
that  used  to  exist  is  an  excellent  program,  and  we  traditionallv  ' 
have  kept  one  or  two  psychiatrists  trom  that  program  in  our  facil- 
ity in  Meridian.  Meriman  is  not  a  rural  area,  but  Meridian  had  a  . 
low  ratio  of  psychiatrists  to  patients.  We  thou^t  the  program' * 
worked  weU.  3? 

Going  alone  with  Dr.  Dorsey,  sometimes  it  can  look  like  you're  r 
walking  in  tcul  cotton  when  you're  really  picking  it  pretty  low.  Inr 
Jackson,  as  an  example,  we  could  never  recruit  or  were  not  eligible! 
for  a  ps3rchiatrist  through  this  program  at  Mississippi  State  Hos-i; 
pital  MOiuse  your  population  is  taken  firom  the  dty  of  Jackson  and 
the  dty  of  Jsickson  has  the  h^est  concentration  of  p^chiatrists 
in  the  State. 

The  only  problem  is  the  private  practicing  psychiatrist  making 
over  a  quarter  of  a  million  is  not  eoing  to  work  at  the  State  hos-  ;: 
pital  which  happens  to  be  in  a  runu  county  there,  in  Sankin  Coun-  l 
ty,  whibh  is  r^t  next  to  Jackson.  So  it  looked  like  we  have  an  ! 
overabundance  of  psychiatrists  when  in  £Eict  we  have  a  famine.  We  ^ 
didn't  have  enough 

Senator  CoGHRAN.  Is  Uiere  some  way  that  we  could  change  that  ; 
rule?  Do  we  need  to  modify  the  legislation  or  put  some  language 
in  an  appropriations  bill?  How  do  we  address  that? 

Dr.  Cobb. 

Dr.  Cobb.  Senator,  in  that  regard,  I  had  the  opportunity  recently 
of  serving  on  a  national  work  group  looking  at  primary  care  par- 
ticularly in  rural  areas.  I  made  a  suggestion  that  as  to  obstetri- 
cians, tney  should  not  count  for  that  county,  but  should  count  for 
the  service  area,  because  OB  has  become  regionalized.  And  really 
what  one  needs  to  do  is  to  consider  the  several-coimty  service  area 
and  then  relate  that  to  the  number  of  primaiy  care  physicians.  And 
Dr.  Weaver,  who  is  the  director  of  the  National  HealOi  Service ' 
Corps,  has  written  me  a  nice  letter  saying  th^  are  taking  that ! 
under  serious  consideration.  So  ma3rbe  someone  from  Mississippi  ^ 
made  a  suggestion  that  th^  are  going  to  pick  up  on  and  imple-  ] 
ment 

Senator  Cochran.  That  gives  me  an  idea.  This  year  we  are  going 
to  be  providing  funds  for  that  agen^  in  the  impropriations  process. 
We  oug^t  to  put  some  language  in  uie  appropriations  tnll  directing 
that  they  take  that  into  account 

Dr.  Cobb.  These  services  need  to  be  looked  at,  certain  services, ' 
fr^m  a  more  regional  basis.  And  also,  3^u  need  to  look  at  participa- 
tion in  the  Federally  insured  programs,  as  Dr.  Dors^  has  made  \ 
reference  to.  It  doesn't  help  to  nave  doctors  there  i£  ihey  don't  see 
the  patients  that  need  to  be  seen,  if  they  don't  take  Medicare  and  r 
Medicaid.  ^ 

Now,  on  a  positive  note,  let  me  mention  something  that  lust  hap-  ^ 
pened  in  our  State  legislature,  and  I  am  not  SBimiliar  with  the  de- 
tails on  it,  but  our  legislature  iust  renewed  and  expanded  our  med- 
ical education  loan  program.  And  if  s  my  understanding  from  staff 
that  if  s  going  to  be  a  much  more  workable  proeram,  if  s  goine  to 
be  a  little  bit  more  responsive,  if  s  going  to  include  both  scholar- 
ships and  loan  foreiveness,  and  they  are  going  to  increase  the 
amount  that  is  available  for  loans  as  well  as  for  loan  forgiveness, 
for  scholarships  as  well  as  loan  forgiveness. 
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L  I  think  they  have  the  funding  for  it  irom  the  fact  that  funds  have 
t  been  repaid  throudi  the  vears  from  the  recipients  of  the  program 
.  who  dia  not  fullv  nilfill  tneir  obligations.  I  heard  a  figure  of  some 
!  several  million  dollars  that  was  available.  So  I  think  tnat  is  some- 
*.  thing  all  of  us  need  to  become  aware  of  in  Mississippi  because  that 
mav  be  a  better  answer  than  continuing  to  look  solely  just  for  the 
,  Federal  help.  We  need  both*  We  need  both  the  Federal  program  as 
'  well  as  this  new  State  program. 

Senator  CocHRAN.  Will  there  be  any  funds  in  there  for  medical 
]  education  for  geriatric  spedalties?  That  is  a  problem  that  you  iden- 
j  tified  as  well  as  Dr.  Hendrix. 

I    Dr.  Cobb.  I  don't  think  that  the  State  program  got  that  specific. 
But  I  think  maybe  that  is  something  we  need  to  work  on  more  with 
,  our  medical  schools  and  our  residency  programs.  And  some  of  them 
;  do  get  Federal  assistance,  I  think.  There  might  be  some  ways  to 
create  some  carrots  to  encourage  that 

In  my  opinion,  that  is  so  baSly  needed.  We  see  every  day  exam- 
ples where  patients  simply  are  not  seen,  particularly  in  nursine 
homes,  because  physicians  simply  are  not  interested  in  that  fiela 
of  practice,  or,  sometimes  when  patients  are  seen,  they  are  not 
treated  appropriately  because  physicians  are  just  not  trained  in  the 
fact,  for  example,  tnat  older  patients  react  differently  to  medica- 
tions, they  can't  take  as  much.  There  are  a  lot  of  things  about  care 
of  the  elaierly  that  physicians  need  more  training  in,  and  they  are 
interested  in  it  but  they  have  so  many  other  areas  they're  inter- 
ested in.  I  think  sometmng  could  be  done  to  strengthen  our  train- 
ing  programs  in  our  medical  schools  and  offer  some  incentives  to 
,  encourage  that  in  our  training  programs.  It  would  help  a  lot. 

Senator  CoCHRAN.  Dr.  Dorsey. 
I     Dr.  Dorsey.  I  just  wanted  to  make  one  comment  about  extending 
.  the  services  for  obstetrical  patients.  One  of  the  things  that  we  have 
:  suffered  from  in  this  part  of  the  Delta  is  the  inability  to  find  physi- 
I  dans  who  are  willine  to  back  nurse  midwives.  There  is  some  pecu- 
.  liarity  that  Dr.  Cobb  probilbly  .could  talk  to  more  specifically  in 
State  law  that  says  a  nurse  ioidwife  has  to  be  badced      a  physi- 
j  cian.  Nurse  midwives  and  birthing  centers,  with  doctors  beine  en- 
'  couraged  more  to  participate  in  this  arrangement  as  they  ao  in 
]  Holmes  County,  for  instance,,  would  be  veiy  beneficial  in  helping  to 
'  extend — ^this  has  nothing  to  do  with  the  elderly— but  helping  to  ex- 
tend the  network  of  care  providers!  in  the  community. 
;  I  Senator  Cochran.  Yes.  WeU,  I  think  that  is  a  very  real  problem 
I  in  that  some  of  those  physicians  in  that  specialty  have  decided  to 
I  stop  delivering  babies  because  of  the  exposiire  to  malpractice  suits 
J  Eind  the  expense  of  malpractice  insurance.  I  know  personally  one 
physician  in  Oxford,  MS,  who  just  said,  "  I  have  stopped.  I  don't 
do  that  anymore." 
[    Dr.  Dorsey.  That  is  all  over  the  State. 

;  Senator  Cochran,  can't  afford  to  pay  the  insurance  premiums, 
f  and  I  don't  want  to  take  the  risk."  So  that  leaves  either  no  alter- 
^  native  or  a  midwife  alternative,  and  then  if  the  midwife  is  not 
;  available,  I  guess  folks  are  just  on  their  own.  That  is  a  sad  situa- 
tion. 

^    Dr.  Dorsey.  Yes,  it  is. 

^     Senator  Cochran.  Mr.  Jackson. 
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Mr.  Jackson.  Senator,  I  would  like  to  follow  up  on  your  commeni 
regarding  the  legislation  on  insurance.  In  the  community  healtl] 
center  program,  we  estimate  we  are  spending  10  percent,  or  $5G 
million,  a  year  on  medical  malpractice  costs.  This  is  money  unavail- 
able for  services,  for  new  starts,  for  expansions. 

One  of  the  pressures  on  us  to  recruit  physicians  outside  the  Na- 
tional Health  Service  Corps  is  obviously  we  have  to  pay  much  high- 
er salaries.  The  mon^r  has  to  be  generated  by  the  health  centers 
to  cover  that  This  is  most  dramatic  for  obstetricians  but  is  true  for 
all  disciplines.  So  any  relief  on  the  medical  malpractice  would,  I 
think,  ripple  veiy  positively  into  many  sectors. 

Sraator  Cochran.  Well,  I  think  this  panel  has  gotten  our  hear- 
ing o£f  to  an  excellent  start  Your  testimony  and  your  perspective 
is  just  what  we  needed  to  start  off  this  hearing,  and  I  want  to 
thsmk  each  of  you  for  participating  in  the  way  you  have.  Thank  you 
veiy  mudi. 

Before  we  call  our  second  panel  to  the  witness  table,  I  want  to 
introduce  some  of  my  staff  members  who  are  here  today  who  are 
helping  with  the  arrangements  and  the  conduct  of  this  hearing. 
Many  of  you  may  think  that  I  just  think  up  all  this  by  myself,  and 
that's  not  true.  I  have  the  veiy  fine  and  able  assistance  today  of 
Forest  lliigpen,  who  is  sitting  with  me  here  at  the  hearing  twle. 
He  is  a  member  of  my  staff  in  the  Washington  office  and  is  my  leg- 
islative assistant  wil^  special  emphasis  in  health  care  and  other 
areas. 

Lynnette  Moten,  who  is  standing  here  by  the  television  camera 
is  not  a  camera  person;  she  is  being  asked  to  substitute  for  one  of 
the  news  gatherers  whose  camera  person  is  out  doing  sometlung 
else  ri|^t  now.  Lynne  is  in  my  Washington  office;  she  is  firom  Jack- 
son, and  has  been  a  very  valuable  member  of  my  staff  for  some 
time. 

Janice  Mitchell  is  monitoring  the  hearing  for  my  office  in  Jack- 
son. She  provides  information  and  assistance  to  people  with  ques- 
tions about  health  care  issues. 

Beth  Bridgeforth  is  here  at  the  table.  She  is  a  member  of  our 
staff  in  Wadiington  and  is  a  legislative  aide  for  our  Aging  Sub- 
committee. 

Martha  Scott  Poindexter,  who  is  seated  behind  us  here  by  the 
flag,  taking  care  of  the  flag,  she  is  a  member  of  our  staff  in  the 
Washington  office  also.  We  are  very  happy  to  have  all  of  them  here 
today  assisting  us  with  this  hearing. 

Let* s  now  call  our  second  panel  to  the  witness  table.  We  have  in- 
cluded in  this  panel:  Dr.  SheD^  Howell.  Dr.  Howell  is  an  emer- 
gency medical  physician  at  the  Northwest  Regional  Medical  Center 
here  in  Clarksdale.  He  is  here  today  representing  the  Mississippi 
Medical  Association. 

We  have  Dr.  Mary  Pat  Curtis,  who  is  a  nurse  practitioner  from 
Columbus.  She  is  an  assistant  professor  nursing  at  Mississippi 
University  for  Women  in  Columbus.  She  is  here  representing  tiie 
Mississippi  Nurses  Association. 

Martha  Carole  White  is  executive  director  of  the  Mississippi 
Health  Care  Association,  representing  long-term  care  facilities. 
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Cliiford  Johnson,  who  is  representing  the  Mississippi  Hospital 
Association.  Mr.  Johnson  is  executive  director  of  the  Northwest 
Mississippi  Regional  Medical  Center  here  in  Clarksdale. 

We  have  written  statements  from  witnesses  which  will  be  in- 
cluded in  the  record  of  the  hearing  in  full,  and  we  ask  you  to  sum- 
marize those  written  statements  and  make  any  comments  that  you 
would  Mke. 

STATEMENTS  OF  SHELBY  C.  HOWELL,  MJ)„  MISSISSIPPI  MEDI- 
:  CAL  ASSOCIATION;  MARTHA  CAROLE  WHITE,  EXECUTIVE  DI- 
RECTOR,  MISSISSIPPI  HEALTH  CARE  ASSOCIATION;  MART 
PAT  CURTIS,  ED  J)^  MISSISSIPPI  NURSES  ASSOCIATION;  AND 
CLIFFORD  JOHNSON,  EXECUTIVE  DIRECTOR,  NORTHWEST 
,  MISSISSIPPI  REGIONAL  MEDICAL  CENTER,  REPRESENTING 
MISSISSIPPI  HOSPITAL  ASSOCIATION 

Dr.  Howell.  Senator  Cochran,  I  have  listed  my  formal  testimony 
as  item  A  to  you,  and  what  I  am  now  presenting  I  offer  as  a  sum- 
mary and  supplement  to  that  testimony. 

Access  to  health  care  for  the  elderly  is  a  problem  that  I  feel  must 
be  addressed  on  several  levels:  local,  State,  and  national.  I  divide 
elderly  health  care  into  acute  care  and  long-term  care.  Because  of 
certain  tie-ins,  rural  health  care  must  also  be  mentioned  along  with 
the  elderlv  health  care.  Mentioning  a  few  statistics:  30  percent  of 
Medicare  beneficiaries  live  in  rural  America;  25  percent  of  the  gen- 
eral population  lives  in  rural  America;  15  percent  of  all  American 
physicians  practice  in  rural  America;  and  less  than  12  percent  of 
medical  specialists  practice  in  rural  America.  Therefore,  I  dte  that. 
No.  1,  ihere  is  a  disproportionate  share  of  elderly  livin|  in  rural 
America  when  comparea  to  the  general  population;  and  No.  2,  the 
limited  number  of  physicians  Uiat  are  practicing  in  rural  America. 

A  number  of  thin^  have  contributed  to  the  rural  health  crisis; 
I  for  example,  decreasmg  industry,  the  farming  crisis,  skilled-woil:er 
fli^t.  Poverty  rates  among  hbnelderly  rural  residents  are  40  per- 
cent hi^er  than  among  urhin  residents.  Rural  hospitals  increas- 
I  ingly  face  financial  jeopardy,  and  riiral  communities  continue  to  ex- 
i  perience  difficidty  attracting  and  maintaining  an  adequate  supply 
of  physicians. 

'  1    The  situation  puts  commimities^  rural  communities,  in  jeopardy, 
^-for  often  there  is  no  alternative  hospital  at  which  to  seek  care  and 
'  the  loss  of  a  rural  hospital  may  mean  considerably  more  than  the 
'  jloss  of  inpatient  care,  it  may  disrupt  the  loc^  economy. 
^  I    I  will  leave  further  discussion  of  the  rural  hospitals  dilemma  to 

!Mr.  Johnson,  who  is  representing  the  State  Hospital  Association, 
r  I   Rural  physicians  earn  less  than  their  urban  coimterparts.  They 

•  see  more  patients.  They  face  hi^^er  professional  costs,  and  they 
r  have  seen  their  professional  expenses  rise  faster.  Why  are  rural 
n   physicians  numbers  declining?  Well,  several  of  the  reasons  are:  iso- 
lation in  the  rural  areas,  lack  of  professional  backup,  decreasing 

I  continuing  medical  education  access,  spousal  employment  difficul- 
j  ties,  certain  cultural  and  recreational  activity  restrictions,  and  con- 
J  cem  over  rural  educational  systems. 

In  a  New  York  Times  article  last  month,  26  States  acknowledged 

•  difficulty  recruiting  physicians  to  serve  Medicaid  patients  in  rml 
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areas  versus  four  States  mentioning  difficulty  recruiting  physidani 
in  urban  areas. 

In  the  same  article,  with  49  States  responding,  Mississippi  waij  ' 

listed  44th  out  of  49  States  in  Medicaid  reimbursement  for  a  doci'^ 

-----         -  -  ei 

C( 


tors  office  visit  and  last  in  Medicare  reimbursement 

What  are  some  of  the  solutions  to  the  above  problems?  Severa) 
are:  medical  student  loan  sdiolar^ips  to  send  more  ph3rsicians  into[ 
rural  areas,  improving  continuing  medical  education  access, 
strengthening  out-of-community  consultation  referral  ties,  profes-l 
sional  liability  reform,  elimination  of  the  rural/urban  physician  dif-^ 
ferential  payment  rates.  [ 
I  believe  the  number  of  elderly  will  increase  both  nationally  and: 
in  rural  areas.  The  AMA  has  offered  its  Health  Access  Americai 
plan  to  address  affordable  health  care  to  all  Americans.  In  regard 
to  elderly  Americans,  this  plan  recommends:  No.  1,  enactine  Medi- 
care reform;  and  No.  2,  eaq)anding  long-term  care  financing  throu^^ 
expansion  of  private  sector  coverage.  The  AMA  recommends  creat- 
ing prefimdea  programs  to  assure  senior  citizens  continued  access 
to  quality  h^th  care.  I  believe  that  this  is  already  in  legislative 
form  under  H.R.  2600,  by  Representative  Charles  Rose.  I 
On  a  State  level,  the  Mississippi  State  Medical  Association  has  ^ 
worked  in  conjunction  with  the  Mississippi  Council  on  Aging  to  de-  I 
velop  the  senior  care  program.  This  program  helps  low-income  \ 
Memcare  recipients  identity  physicians  who  will  accept  Medicare  ' 
assignment.  Senior  care  services  were  provided  to  over  1,300  pa-  { 
tients  between  January  1990  and  February  1991.  Additionally,  the 
State  Medical  Association  wishes  to  encourage  an  increase  in  local 
clinics  providing  health  care  to  the  chronically  ill,  conducted 
county  healdi  departments  and  staffed  on  a  part-time  basis  phy- 
sicians in  private  practice  or  retired. 

Finally,  on  the  local  level,  the  vast  msgority  of  our  physicians  ac- 
cept Medicare  patients.  Many  have  assisted  in  nursing  home  care 
and  several  have  assisted  in  woiidng  with  the  county  healdi  de- 
partment system.  We  are  concerned  with  the  recruitment  of  ph3rsi- 
cians  and  me  retention  of  our  own  medical  staff  members.  We  are 
concerned  over  the  continuing  viability  of  our  hospitals  and  the 
services  that  we  can  offer  our  patients. 
Thank  you. 

[The  prepared  statement  of  Dr.  Howell  appears  in  the  appendix.] 
Senator  CoGHRAN.  Thank  you  veiy  mu^  Dr.  HowelL  We  appre- 
ciate having  the  perspective  of  a  practicing  physician  dealing  widi 
some  of  these  real-life  problems  eveiy  day,  ana  we  thank  you  very 
much  for  your  attendance  and  your  representation  of  the  Mis- 
sissippi State  Medical  Association. 

Before  going  into  any  questions  or  observations  about  the  sub- 
stance of  your  comments,  I  think  we  will  go  forward  and  conclude 
with  the  statements  of  aU  members  of  ^e  panel,  and  then  we  will 
have  a  chance  to  discuss  some  of  the  statements  that  you  have 
made. 

I  would  like  now  to  call  on  Dr.  Maiy  Pat  Curtis,  representing  the 
Mississippi  Nurses  Association. 
Dr.  Curtis. 

Dr.  Curtis.  Thank  you.  As  the  new  demographic  balance  contin- 
ues to  evolve  in  which  the  elderly  population  outweighs  the  young- 
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er  population,  nurses  with  expertise,  in  gerontology  must  assiime 
an  increasingly  important  role  in  the  heSth  care  aelivery  system. 
This  role  demands  a  greater  degree  of  autonomy  and  leciaership 
than  has  been  customary  in  the  past.  Gerontology  has  been  a  major 
focus  of  the  nursing  profession  and  has  evolved  to  include  both  gen- 
eralists  and  specialists  and  requires  in-depth  knowledge,  clinical 
I  competence,  and  decision-making  expertise  warranted  by  the  com- 
i  plexities  of  the  aging  process  ana  unique  to  each  aging  pnerson. 

The  area  of  speci^ty  with  reg^u^  to  gerontology  in  Mississippi  is 
primarily  represented  by  nurse  practitioners,  and  as  stated  earlier, 
there  is  one  program  in  the  State  which  prepares  this  specialist. 
That  is  at  Mississippi  University  for  Women.  Although  me  State 
I  of  Mississippi  recognizes  the  nurse  practitioner  role,  it  still  does 
I  not  recognize  the  category  of  gerontology  nurse  practitioner.  These 

I  health  care  providers  are  in  a  unique  position  to  meet  the  chal- 
.  lenge  of  identifying  and  implementing  innovative,  low-cost  arrange- 
ments for  the  provision  of  quality  care  for  elders,  including  the  old- 
old  group. 

As  a  family  nurse  practitioner  with  an  expertise  in  gerontology, 
I  believe  that  we  miist  support  all  models  of  health  care  that  are 
not  only  looking  at  disease  processes  but  also  at  health  promotion, 
including  activities  of  daily  living. 

II  I  further  believe  that  Federal  health  policy  must  be  reevaluated 
'SO  that  it  allows  for  the  inclusion  of  gerontological  nurse  specialists 
as  providers  in  Medicare  and  Medicaid  programs.  The  Federal  Gov- 
ernment has  done  much  to  support  the  education  of  these  special- 
ists, but  has  virtually  excludea  these  and  other  nurses  from  the  re- 
imbursement system.  It  is  my  further  belief  that  widespread  use  of 
gerontological  niirse  generalists  and  specialists  in  a  variety  of 
health  care  delivery  settings  would  realize  substantia]  savings 
while  improving  access  to  health  care  for  the  elder. 

To  substantiate  my  beliefs,  I  have  chosen  to  make  a  few  remarks 
which  address  the  gerontological  nurses  in  our  State  which  are 
working  in  primary  care  in'  tiie.  community  health  services,  home 
health,  and  nursing  home  services.  As  we  know,  many  elders  with 
chronic  problems  do  not  have  access  to  appropriate  heal&  services 
unless  a  serious  problem  ,  occurs  requiring  esqpensive  institutional- 
ized care. 

A  number  of  alternative  health  settings  and  services  provided  by 
nurses,  in  collaboration  with  physicians,  across  the  Nation  have  re- 
duced the  demand  for  expensive  institutionalized  care.  . 

In  our  State,  as  in  many  States,  one  alternative  health  setting 
is  the  freestanding  health  clinic,  sometimes  called  the  satellite  clin- 
ic, sometimes  called  the  rural  health  cUnic,  which  has  been  in  ex- 
istence for  decades,  providing  care  to  ihe  underprivileged  and  un- 
'ierserved.  Mississippi  has  a  few  of  these  clinics,  but  thev  are  strug- 
gling for  survival  due  to  the  reimbursement  issues  and  la^  of  phy- 
sician support. 

I  would  like  to  say  that  in  Mississippi  we  have  some  very  suc- 
Icessfiil  freestanding  clinics.  I  dte  one  in  northwest  l^ssissippi, 
where  a  family  nurse  practitioner,  in  collaboration  with  her  physi- 
nan,  has  been  successftilly  providing  health  care  to  residents  in  the 
surrounding  area  for  about  12  years,  since  her  practice  site  is  in 
rural  Mississippi,  the  majority  other  patients  are  indeed  elders. 
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A  variation  of  this  particular  clinic  is  the  rural  medical  din  lorlK 
where  physicians,  because  of  their  practice  settings,  are  isolat  f 
and  have  little  prospect  of  attracting  another  physician  due  to  tl|  fori 
income  and  age  level  of  their  clients.  The  nurse  practitioner  h  the 
been  invited  to  join  in  this  practice  to  manage  care  particularly  f  90i 
the  chronic  elder  client.  I  am  seeing  more  physicians  who  are  « 
couraging  nurses  to  go  bad^  to  school  to  get  uie  specialized  trai 
ing.  In  fact,  currently  I  have  two  students  in  our  geriatric  nun 
practitioner  graduate  program  who  have  returned  to  school  so  thi 
they  can  after  graduation  join  a  two-physidan  practice  in  southeai 
Mississippi.  Their  primaiy  responsibinty  will  be  to  monitor  an 
manage  elder  clients  in  the  community  as  well  as  the  nursing  horn 
actjacent  to  the  hospital  I 

Another  issue  appropriate  to  chronic  illness  and  health  setting  M  ca 
the  increase  in  emergen^  department  visits  by  elders,  which  is  am  ai 
versely  impacting  dfident  utilization  of  emeigency  room  services  | 
For  years,  researchers  have  been  recommending  the  development  oi  { 
an  interdisdplinaiy  team  that  would  indude  a  nurse  with  ezpertis<t  i 
in  gerontology  to  help  in  the  assessment,  management,  referral  sysi  1 
tem  and  foltow-up  of  elders.  To  date,  I  know  of  no  hosi)ital  in  Misi  \ 
sissippi  that  is  currently  adding  a  gerontic  nurse  specialist  How  i  \ 
ever,  I  do  know  of  spedalists  in  gerontology  nursing  who  are  beinfi  I 
promoted  to  go  to  other  States.  The  one  I  have  in  mind  has  beeij.^  \ 
asked  1^  a  l^rge  hospital  in  Memphis  to  please  come  and  develop 
her  role  in  the  emergency  department 

Wi&  regard  to  home  care,  a  major  trend,  as  we  well  know,  hai 
been  advocated  to  keep  the  elder  as  independent  as  possible  and 
at  home  instead  of  in  the  hospital  or  in  the  nursing  home.  Because^ 
of  the  reimbursement  system,  payment  for  services  in  the  home  id 
unavailable  to  many  aeed  who  would  be  sustained  in  their  home 
with  the  aid  rf  dependable  and  ongoing  services. 

The  point  also  should  be  made  that  many  elders  are  homdtxmndi 
not  only  due  to  age  and  fiedling  but  stable  health,  but  also  to  the 
responsibility  of  caring  for  yet  another  elder.  These  homebound  el- 
ders need  some  assistance  with  activities  of  daily  living.  Most  of 
these  services  do  not  require  a  full-time  homemaker  or  personal  at- 
tendant nor  do  they  require  a  nurse,  social  worker,  or  physical 
therapist  or  physician.  However,  some  mechanism  needs  to  be  de- 
veloped, such  as  the  one  that  was  dted  in  Columbus,  to  get  these 
individuals  into  some  kind  of  a  health  networking  system  so  that 
initiallv  and  periodically  they  can  be  monitored  to  tnainfmin  an  ac- 
ceptable quahty  of  life. 

Additionally,  the  impact  of  Alzheimer^s  disease  on  the  elder,  fam- 
ily, and  community  is  mandating  that  health  care  providers  become 
advocates  for  programs  that  locus  on  those  suffering  the  con- 
sequences of  these  illnesses.  Currently,  assistance  to  these  people 
is  almost  nonexistent  There  is  a  desperate  need  for  respite  beds  i 
and  acute  and  long-term  fadlities  for  affected  patients  in  addition 
to  respite  care  or  help  for  those  homebound  caregivers.  The  latter 
could  be  in  the  form  of  an  outreach  program  such  as  mentioned 
earUer,  in  which  a  gerontological  nurse,  tor  instance,  could  coordi- 
nate the  release  of  mmily  members  for  a  few  hours  or  even  a  day. 

Another  way  of  looking  at  respite  health  in  other  States  has  been 
the  use  of  daycare  centers  ana  vacation  spots.  Implementation  of 
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these  respite  services  have  helped  to.  defer  or  avoid  nursing  home 
i  or  hospital  admissions. 

]  With  regard  to  nursing  home  services,  the  demand,  as  we  know, 
I  for  nursing  home  services  is  expected  to  increase  by  54  percent  by 
1  the  year  2000  and  by  132  percent  by  the  year  2030.  About  80  to 
I  90  percent  of  the  health  care  problems  that  occur  among  nursing 
!  home  residents  could  be  managed  by  a  gerontic  nurse  specialist  as 
i  an  alternative  to  the  physician. 

This  specialist  in  geriatric  care  is  an  integral  member  of  the 
i  nursing  home  system  and  can,  in  her  role,  function  to  decrease  in- 
i  ddents  and  accidents,  decrease  transfers  to  acute  care  system,  de- 
]  crease  medication  usage,  increase  functional  capacities  or  residents, 
1  and  positively  influence  staff  and  patient  morale. 

I  believe  that  elders  are  not  well  served  in  the  present  health 
i  care  S3rstem  and  that  nurses,  especially  gerontological  generalists 
i  and  specialists,  can  do  mudi  to  improve  this  dilemma. 
i  In  addition,  I  beUeve  that  the  public  is  not  fully  aware  or  fiilly 
i  familiar  with  the  health  care  options,  such  as  pernaps  reliance  on 
!  nurses  instead  of  physicians  for  some  of  the  basic  health  care  and 
3  home-based  health  care.  Nurses  are  fully  Ucensed  and  have  been 
\  granted  credentials  by  professional  organizations  to  provide  the 
i  services  within  the  scope  of  nursing  practice,  and  the  specialist  in 
i  these  areas  can  indeed  do  things  such  as  perform  physicals  and 
I  psychosocial  evaluation.  They  can  monitor  and  manage  common 
[  acute  and  chronic  stable  health  problems,  and  some  States  recog- 
nize prescriptive  rights,  as  does  Mississippi.  They  can  collaborate 
i  with  the  patient,  the  £Eimily,  and  certainly  with  the  physician  in  co- 
i  ordinating  goals  for  the  patient  They  can  counsel,  they  can  edu- 
9  cate,  they  promote  preventive  care,  and  they  collaborate  widi  other 
I  health  disciplines. 

s  And  if  our  approach  to  elder  health  care  is  going  to  be  inter- 
disdpUnary,  this  particular  person  is  a  valued  member  of  that 
I  team.  The  services  that  hovor  she  provides  should  be  eligible  for 
s  third-party  reimbursement  ^erefore,  I  believe  that  the  Federal 
•  Government  should  consider  encouragement  of  a  long-term  care  in- 
]  surance  program  to  maintain  elderfy  people  in  their  homes  and 
j  communities. 

1  I  further  ask  that  we  consider  support  of  tax  credits  to  offset  de- 
pendent care  expenses  incurred  famiUes  who  care  for  dependent 
elders  in  their  home. 

I     I  would  ask  that  we  clarify  and  strengthen  the  education  system 

I  for  nursing  by  securing  increased  appropriations  for  the  Nurse 
Education  Act  Financial  incentives  are  also  needed  for  education 
and  retention  of  faculty.  We  also  are  dwindUng  and  aging,  and 

I  there  is  nobody  replacing  the  faculty. 

Support  legislation,  please,  that  would  provide  educational  oppor- 

{  tunities  for  all  individuals  who  deliver  care  to  the  vulnerable  and 

I  underserved,  both  in  the  rural  and  urban  areas. 

,     I  ask  that  nurses  be  appointed  to  committees  involved  in  making 

I  rules  and  regulations  that  affect  the  health  care  system.  This  ac- 
tion would  greatly  strengthen  the  interdisciplinary  approach  man- 
dated in  care  for  the  elder. 

b     Consider,  please,  the  development  and/or  support  of  amendments 

f  to  all  Federal  insurance  programs  and  health  care  initiatives  that 


26 


would  allow  for  femily  care  dependent  elders,  disease  preventi 
Md  health  promotion  programs,  and  reimbursement  of  nurses  i 
their  services. 

I  ask  diat  you  would  consider  the  development  and  support 
nurang  home  legislation  that  would  increase  or  strengthen  tl 
Medicaid  language. 

■^i'l.'^i"^  ^^^^  ™  funding  nursing  research  focused  « 
care  of  the  elder.  This  action  would  stimulate  improvement  of  exit 
mg  mterventions  and  devel<^«ient  of  innovative  uproadies  ai 
dressing  issues  related  to  the  elder  citizen. 

Further,  it  would  promote  the  inclusion  of  the  nurse  leseardu 
parttapation  in  existing  advisoiy  boards  for  grant  and  servi« 
awards. 

lAank  you  for  this  opportunity  to  share  my  testimony. 

mie  prepared  statement  of  Dr.  Cmtis  appears  in  the  appendix 

Senator  Cochran.  Thank  you.  Dr.  Curtis,  for  your  veiy  helpft 
perspective,  and  I  predate  your  comments  veiy  much. 

Now  we  win  adc  Ms.  Martha  Carole  White  for  her  comment) 
representing  the  Mississippi  Health  Care  Association 

Ms.  WnnE.  Thank  you.  Senator.  Hie  Association  does  ra)resen 
about  75  percOTt  of  the  State's  nursing  fodUties.  Now,  that  woul. 
include  the  pi^bc  fodlities,  private  facilities,  hospital-based  nun 
"V*  freestanding  nursing  homes.  Tliat  does  include  th( 
faahfaes  for  the  mentally  retarded  and  the  facilities  for  the  eeri 
afaic  patient  Despite  the  fact  tliat  it  includes  all  of  these.  Senator 
our  problems  are  the  same  at  eveiy  level  of  nursing  home  care.  Th« 
ace  of  nurong  honu  care,  we  feel,  is  a  very  unique  face  becausi 
it  do^  coi^me  and  mdude  all  the  acute  care  services  that  wi 
have  bem  hj^rmg  from  today,  llie  long-term  care  nursing  fadlib 
is  a  medically  onented  mix  which  must  include  the  aodai  wmk 
services,  cpunsebng  m  matten  of  life  and  death,  nutrition,  and  con- 
stuit  mvohrement  m  guarding  the  patients  rights 

Because  we  are  what  we  think  is  unique,  we  do  have  our  own 
T      M  IT?  ^* const^itebarriers  to  this  care.  I  have  three  that 
^  Ike  first  one  is  the  reluctance  of  Government 

S!«^f*»?J^  advocates  to  r^oaaze  and  adcnowledge  tiie  dif- 
ference betweoi  acute  care  and  Kngterm  nursing  feaiity  care. 
That  problem  does  not  exist  with  this  panel  or  with  the  peoole^o 
are  speddng  today.  We  all  understand^  differeSce  ^ 

But  the  elderty  people  in  the  communities  do  not  understand  the 
IS^^L^  r  ^  Medicare  ^^Snm  wS 

constoucted-and  reconstiructed— and  administered  alwara  with  a 

nfS^'^J!?^^^-  "Perien^lTSSSi^rtiKt^^plJ 
iL^Af^UA^  at  the  State  level  do  not  S- 1 

stimd  this  It  does  sem  amazing  to  the  public,  particularly  Ae  el- 
takin^^dvStage  of  tibe  M^SSSTSSnT  thSt  i 
2^  tC^^T"  "l"^^  fedlitybenefit  in  the  M^c^  ^S-  ■ 
grauBL  The  people  do  not  understand  why  this  is  true.  ; 
^^AiftuY^  does  partidpate  in  the  Medicare  program  ' 

?fi.£n^^'       '^^i        *e  patient's  condition  ^ 
S^^J^*^  Medicare.  It  must  mimic  in  Ae  m- 

ThS^f«?2?^"°  eveiythmg  tiiat  we  assodate  with  the  acute  cie. 
This  18  a  bamer  to  our  elderly  population. 
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Barrier  No.  2  is  the  requirement  that  a  person  seeking  Medicare 
skilled  nursing  benefits  must  first  have  spent  3  days  in  a  hospital. 
We  do  recognize  that  some  people  think  that  tnis  requirement 
serves  a  gatekeeper  function.  At  the  same  time,  this  requirement, 
we  feel,  facilitates  imnecessary  hospital  sta^s. 

In  1989,  when  the  Medicare  Catastrophic  Coverage  Act  was  not 
in  effect  as  far  as  the  3-day  hospital  stay  is  concerned,  we  had 
some  statistics.  That  year,  nursing  facility  admissions  did  increase 
by  150,000.  However,  it  is  estimated  that  about  65,100  of  all  Medi- 
care skilled-nursing  facility  admissions  during  tins  time  avoided 
unnecessary  hospital  stays.  The  net  result  is  that  the  elimination 
of  the  3-day  hospital  requirement  reduced  Medicare  costs  by  ap- 
proximately $250  million  during  the  life  of  the  Medicare  Cata- 
strophic Coverage  Act 

Barrier  No.  3,  we  feel,  is  the  inadequate  reimbursement  qualities 
of  Medicare  programs  in  general.  It  would  be  difiicult  to  overstate 
the  tremendous  positive  benefit  of  the  Medicaid  program  in  the 
State  of  Mississippi  But  Medicaid  programs  have  to  be  constructed 
and  are  constru^ed  within  the  parameters  of  cost  containment 
rather  dian  adequate  payment  for  demanded  services. 

This  drive  for  cost  containment,  because  it  is  subsidized  by  the 
taxpayer,  does  impose  additional  barriers  to  the  public.  The  public 
goes  to  the  local  nursing  facili^  expecting  admission  of  a  loved  one, 
and  sometimes  they  don't  find  it  We  calf  this  a  barrier.  One  of  the 
things  that  grows  out  of  the  Medicaid  system  is  the  wage  disparity 
between  the  nursing  facility  nurse  and  the  hospital  nurse.  Hospital 
nurses,  because  of  £fierence  in  reimbursement  systems,  most  often 
get  a  higher  wage  scale  than  the  nursing  facility  nurse. 

The  staffing  problems,  unavailability  of  licensed  nurses  and  phy- 
sicians, those  things  have  been  spoken  to  already  today.  But  the 
result  is  a  barrier,  that  barrier  being  that  the  nursing  facility  may 
not  be  able  to  maintj^in  an  increasingly  high  census  of  patients  re- 
quiring heavy  care  or  constant  24-hour  supervision.  It  creates  high 
staff  turnover.  Hig^  stress,  losv  pay,  makes  the  local  fast-food  res- 
taurant look  like  a  good  place  to  work,  or  the  local  factoiy.  And 
then  nursing  facilities  have  more  problems  and  there  are  more  bar- 
I  riers  to  the  public. 

I  The  burdensome  regulations,  paper  compliance,  seems  Hke  if  s 
*  more  important  sometimes  than  the  happiness  and  well-being  of 
I  the  patient. 

I     And  then  we  come  to  the  ^enetal  atmosphere  of  uncertainty 

<  within  the  long-term  care  nursing  facility  provider  system,  due  to 
massive  congressional  changes  to  the  facility  S3rstem  by  OBRA 
1987,  implementing  largely— and  I  would  have  to  say.  totally— to- 
tally without  written  regulations  and  timely  guidance  nrom  Federal 

|j  regulatory  agencies. 

I  am  not  going  to  come  here  and  offer  all  these  problems  and  bar- 

>  riers  without  naming  some  things  that  we  feel  from  a  State  and  a 
national  perspective  might  serve  to  alleviate  some  of  the  barriers. 
One,  we  feel,  involves  a  continuum  of  care.  The  Nation's  long-term 
care  financing  system  should  provide  access  to  the  appropriate 
level  of  care  along  the  entire  continuum  so  ^at  the  patient  need 
and  efficient  use  of  resources,  not  availability  of  benefits,  deter- 

I  mines  the  care  setting. 
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Consumer  empowerment:  Consumers — the  elderlv  and  their  fan 
ilies — should  have  as  much  as  practical  to  say  about  the  settii^ 
and  who  provides  the  care.  Payment  for  quauty  care:  Our  long 
term  care  payment  system  should  encourage  and  reward  quality 
care. 

Encouragement  of  family  support:  Public  resources  should  sup 
plement,  not  supplant,  personal  and  family  efforts  to  provide  ant 
pay  for  long-term  care.  Ri^t  now,  if  s  just  all-or-nothing.  Medicaic 
IS  attemptmg  to  stretch  itself  across  the  borders  of  the  middl< 
class,  not  just  the  poverty  patients. 

Private  and  public  partnership:  The  private  sector  should  be  en 
couraged  to  fiimll  the  largest  possible  role  in  the  financing  of  long 
term  care. 

Federal-State  roles:  There  should  be  a  Federal  and  State  part^oi 
nership  of  the  administration,  enforcement,  and  funding  that  is  de 


simed  to  eliminate  conflicts 

Dedicated  funding  source:  Public  long-term  funding  should  be  fi 
nanced  throurii  an  actuarially  sound  trust  fund  that  provides  botl^ 
political  and  fiscal  stability. 

Simplicity:  Our  lon^^-term  care  system  should  maximize  the  use 
of  public  funds  on  patient  care  1^  seeking  administrative  simplid^i 
and  economy.  I  think  Dr.  Hendnx  spdce  of  the  complexity  of  tiying 
to  get  a  patient  in  a  nursing  facility  these  days.  And  don't  forget 
the  facility,  ves,  gets  discouraged;  but  don't  forget  how  discouracea^ 
the  patient  feels,  and  the  fiBmmy.  They  are  the  ones  who  feel  so  ais-| 
couraged  when  th^  are  met  with  that  maze  of  administrative^ 
things  that  th^  have  to  do.  That  is  the  barrier. 

We  feel  that  the  principles  I  have  just  named  could  serve  to 
evaluate  both  the  elements  of  sweeping  reform  that  some  people 
advocate,  and  the  inaremental  chances  whidh  we  feel  are  more  like- 
ly to  occur,  given  today's  climate  of  budgetary  limitations.  We  feel 
that  the  results,  thoudu  of  using  these  suggestions,  however, 
would  be  the  same,  and  that  result  would  be  the  minimization  of 
barriers  to  long-term  health  cara  for  the  elderly 

Thank  you. 

[The  prepared  statement  of  Ms.  White  appears  in  the  appendix.]  ^ 

Senator  Cochran.  Thank  you  very  much,  Ms.  White,  for  your  ex- 
cellent comments  and  your  perspective  on  the  issue  that  we  are 
discussing  today. 

Our  fimd  member  of  this  panel  is  Mr.  Clifford  Johnson,  the  ad- 
ministrator of  the  Northwest  Mississippi  Regional  Medical  Center. 

Cliff. 

Mr.  Johnson.  Thank  you.  Senator  Cochran.  Welcome  to  Clarks- 1 
dale.  I  would  like  to  thank  you  for  this  opportunity  to  speak  today 
to  address  the  problems  of  access  to  health  care  for  the  elderly.  As  ^ 
you  know,  I  r^resent  the  Mississippi  Hospital  Association,  and  , 
even  thouf^  today  I  will  say  a  lot  i£out  our  local  medical  commu-  | 
nity  here  m  Coahoma  County,  I  would  want  you  to  know  that  the 
problems  and  the  needs  that  I  address  are  typical  of  all  of  rural 
hospitals  across  the  State  Mississippi. 

I  would  first  like  to  tell  you  about  the  medical  community  here 
m  Coahoma  County.  The  hospital  that  we  have  was  opened  in  1952 
as  a  100-bed  general  acute  care  hospital.  We  now  operate  194  beds, 
and  just  recently  we  were  authorized  to  convert  20  of  our  acute 
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care  beds  to  long-term  care  beds,  and  this  should  help  meet  the 
needs  that  the  elderly  have. 

Our  most  significant  growth,  however,  has  not  been  in  the  bed 
situation  but  in  the  expansion  of  the  services  that  we  provide.  We 
have  a  veiy  hi^y  trained  physician  staff  of  44  doctors,  50  percent 
of  whom  are  board-certified  specialists.  We  have  an  employee  staff 
of  550  employees,  and  our  annual  budget  exceeds  $40  million.  We 
offer  all  major  medical  and  surgical  services  except  for  cardio- 
vascular suigery  and  neurosureeiy. 

In  other  words,  this  hospital  is  providing  care  to  patients  in  the 
seven-county  area  of  the  Mississippi  Delta  with  facilities  and  phvsi- 
cian  expertise  that  are  commensurate  with  many  of  our  urban 
counterparts.  We  function  as  a  regional  referral  center,  though  at 
the  present  time  we  are  not  recognized  as  such  by  HCFA  due  to 
our  failure  to  meet  some  of  the  case  mix  indices. 

So  this  momiiiE  let  us  consider  our  present  position  as  a  rural 
health  care  proviaer.  On  the  positive  side,  in  reducing  barriers  to 
access,  I  can  report  that  in  this  community  most  physicians  treat 
Medicare  patients.  Additionally,  Medicare  recipients  are  promptly 
accepted  for  care  at  our  hospital  without  regard  to  race,  color,  or 
ability  to  pay.  Our  emergency  department  is  staffed  24  hours  a  day 
with  full-time  ph3rsician  coverage,  and  our  ambulances  respond  at 
a  moment's  notice. 

In  December,  our  hospital  purchased  a  six-county  home  health 
agency  in  an  effort  to  provide  additional  services  to  the  people  that 
we  serve.  There  is  a  problem  with  transportation  in  our  commu- 
nity, and  the  home  health  agency  relieves  this  situation  to  some 
degree  in  that  we  take  health  care  to  the  patients.  There  are  many 
towns  and  communities  within  this  six-county  area  that  we  serve 
that  are  in  desperate  need  of  health  care,  and  we  feel  that  this  was 
certain  to  be  an  improvement 

Our  hospital  is  dso  involved  in  an  emer^ncy  response  program 
called  Life  Line.  We  have  just  expanded  this  program,  ana  we  will 
soon  have  over  125  units  in  this  county.  This  response  center  al- 
lows the  ag^  or  handicapped  person  to  summon  help  instantly. 
But  the  msgority  of  the  persons  using  life  line  are  aged  individ- 
uals. 

Further  prospects  concerning  ready  access  to  health  care  are 
quite  different,  however.  In  my  estimation,  the  real  present  danger 
in  Clarksdale  and  Coahoma  Coimty  and  in  other  rural  areas  of  our 
State  is  a  complete  failure  of  doctors  and  hospitals  to  survive  eco- 
nomically by  reason  of  carrying  the  huge  financial  losses  incurred 
in  carine  for  the  elderly  and  tne  indigent  This  is  a  major  barrier 
for  health  care. 

Several  factors  relative  to  Medicare  reimbursement  and  HCFA 
regulations  are  at  the  root  cause.  And  if  you  know  me.  Senator,  you 
know  that,  if  I  eet  the  chance,  I  am  always  going  to  say  somet^iing 
about  the  ruralmrban  differential  in  reimbursement  So  I  woula 
like  to  talk  about  that  and  one  other  thing  for  just  a  minute. 

One  of  the  most  crippline  economic  blows  to  our  hospital  lies  in 
the  inequities  of  the  urbanmiral  differential.  One  good  example  of 
this  that  I  can  dte  is  the  disproportionate  share  payment  system. 
Now,  I  have  included  other  examples  in  my  documentation,  but  I 
just  want  to  talk  about  this  one  right  now. 


30 

per 

Disproportionate  share  payments  are  made  to  hospitals  based  6i  con 
the  level  of  low-income  patients  treated,  which  includes  many  <  I 
tike  elderly.  Currently,  urban  and  rural  hospitals  are  paid  und^  our 
different  methodologies  which  heavily  favor  urbans.  Rural  hospitii  stfl 
pa3rment  for  disproportionate  share  is  fixed  at  an  add-on  rate  of  I  ear 
percent  provided  ^t  a  Tninimnni  level  of  low-income  patients  ax  F 
treated.  Urban  hospital  payments,  on  the  other  hand,  are  based  o|  li^ 
the  total  percentage  of  low-income  patients  treated.  That  is  eiip 
plained  further  in  my  documentation  also.  P 
In  our  facQity,  sufficient  low-income  patients  are  treated  to  brin  p 
our  add-on  payment  to  approximately  22  percent,  not  4  percent 
Yet  we  only  get  Uie  4  percent  If  our  disproportionate  share  wer  i  ^ 
calculated  as  the  urban  hospitals  are,  we  would  receive  ove^j 
$1,700,000  annually.  But  since  that  is  not  the  case,  we  must  leav  l 
over  $1,400,000  on  the  table.  I  can't  begin  to  tell  you,  Senatoi^ 
what  $1  million  means  to  a  hospital  such  as  ours. 

Disproportionate  share,  fay  its  vety  nature,  is  a  payment  systen' 
designed  to  compensate  hospitals  treatinjp^  unusually  large  number 
of  low-income  patients.  Why  cannot  the  formula  be  the  same?  Sud 
discriminatoiy  practices  are  putting  rural  hospitals  in  an  untenable' 
position.  j 
Insofar  as  Medicare  reimbursement  to  our  hospital  is  concerned' 
the  DRG  prospective  payment  system  discounts  approximately  5(i 
to  60  percent  our  duages.  And  I  would  remind  you  again  tha^' 
we  are  60  percent  Medicare  1^  patient  mix.  ! 

I  have  endosed  an  exhibit  iUustrating  the  &ct  that  if  the  rural 
hospital  in  Clarksdale  had  been  treated  equally  with  the  urban 
hospitals  during  fiscal  year  1991,  the  medical  center  would  have  re- 
ceived an  ad£tional  $769.35  per  disdiarge,  or  approximatek 
$2,104,000.  And  when  you  add  lliat  to  the  figure  above,  you  have 
almost  $4  million  that  we  could  have  had  if  we  had  been  paid  on 
the  same  level  as  urban  hospitals 

It  would  appear  that  there  is  some  sort  of  Federal  squeeze  plan 
under  way  to  make  it  economically  impossible  to  practice  medicine 
in  rural  tiCssissii^i  and,  therefore,  shut  us  down.  It  is  imperative^ 
thin 
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that  someone  thinks  this  situation  through  to  the  grim  con-^ 
sequences  that  would  surely  follow  if  the  Government  continues  it^ 
present  approach  to  Medicare  reimbursement  with  differing  pay 
ment  scales  all  over  the  countiy.  No  business  can  overcome  sudi 
duress. 

When  you  couple  the  disparity  in  payment  between  uiban  andj 
rural  areas  with  the  &ct  that  often  there  is  a  hi^er  concentration; 
of  elderly  patients  in  rural  communities,  it  compounds  the  problem,  j 

I  would  like  to  chance  and  talk  about  the  physician  plidit  for^ 
just  a  minute.  The  whole  cycle  of  health  care  b^^  and  ends  with; 
doctors.  The  success  of  the  Medicare  program  rests  in  the  willing-t 
ness  of  physicians  to  partidpate  in  it  We  have  44  physicians  on  ^ 
our  staff,  and  I  am  so  appreciative  of  their  dedicated  efforts  on  be- 
half of  our  patients. 

As  bad  as  t^e  hospital's  pli^^t  is  in  fi^^ting  the  inequities  of 
urban/rural  reimbursement,  I  Selieve  the  physicians  are  penalized 
even  more.  Physidans  here  are  increasing^  questioning  if  fchey  can 
afford  to  see  Medicare  patients  at  alL  A^Eun,  discounts  of  50  to  60 
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percent  of  charges  are  commonplace.'  Physidans  have  totally  lost 
confidence  in  our  Federally  fimded  programs. 

In  my  docimientation  I  have  provided  comments  from  some  of 
our  medical  staff  members  which  I  urge  you  to  read.  They  have 
stated  their  case  in  alarming  terms,  and  we  must  not  turn  a  deaf 
ear. 

Physicians  point  out  that  even  though  the  Government  claims  to 
have  figures  which  in  the  past  have  justified  the  disparity  between 
urban  and  rural  reimbursement  schedules,  our  physicians  working 
in  die  trenches  do  not  see  any  financial  advantages  to  practicing 
in  rural  areas.  More  to  the  point,  wh^  should  they  practice  here 
when  one  hour  to  the  north,  in  Memphis,  Tennessee,  physicians  are 
receiving  three  times  the  reimbursement  for  seeing  Medicare  pa- 
tients as  Clarksdale  physicians? 

They  tell  me  that  it  is  their  experience  that  they  not  only  have 
to  pay  the  same  for  supplies,  personnel,  and  services,  but  in  many 
instances  are  required  to  pay  a  higher  fee  due  to  Clarksdale's  re- 
mote distance  from  major  urban  service  centers. 

The  only  hope  that  we  see  for  improved  reimbursement  to  physi- 
cians in  this  area  is  to  equalize  reimbursement  levels  between 
urban  and  rural  providers.  However,  Federal  sources  indicate  that 
we  will  probably  see  only  a  reduction  in  urban  reimbursement  and 
the  rural  rate  will  be  kept  at  the  same  leveL 

By  1995,  IS  of  our  44  physicians  will  have  achieved  or  passed  the 
age  of  65.  That  is  roughly  one-third  of  our  medical  staff.  Economic 
constraints  are  causing  many  of  our  most  highly  qualified  physi- 
cians to  wori^  weekends  in  various  emergency  rooms  about  the  area 
in  order  to  supplement  their  incomes,  a  direct  result  of  inadequate 
Federal  reimbursement  for  services  rendered. 

I  ask  you,  how  are  we  to  recruit  physicians  for  the  future  under 
these  circumstances?  What  young  doctor  is  goins  to  dioose  rural 
Mississippi  when  he  can  hang  ms  shingle  anywnere  else  and  be 
'better  on  financially?  Failure  .to  recruit  future  health  care  profes- 
sionals to  the  rural  South  is  &  major  threat  to  access  to  health  care 
^for  the  elderly  and  everyone  else.  . 

\  I  must  mention  the  need  for  some  sort  of  transportation  system 
^that  would  provide  a  means  for  the  elderly  and  poor,  to  keep  doc- 
^tors  appointments  or  access  'hospital  services,  etc.  This  has  been 
^documented  many  times  before,  and  we  have  mentioned  it  to  you 
before.  Yet,  we  seem  no  closer  to  a  solution.  It  certainly  is  a  needful 
^thing  in  this  area. 

.  I  also  need  to  comment  that  I  feel  that  Medicare  has  made  a  step 
'in  the  ri^t  direction  to  begin  paying  for  screening  procedures  such 
<as  mammograms  and  pap  smears.  I  think  that  was  mentioned  ear- 
lier. I  endorse  any  efforts  to  underwrite  preventive  measures  which 
Head  to  early  detection  and  diagnosis  of  cancer  and  other  dreaded 
'diseases.  This  is  certainly  a  more  cost-effective  approadi  and  would 
surely  result  in  a  better  quality  of  life  for  our  seniors. 
1 1  Probablv  the  most  complicated  and  costly  medical  need  for  the  el- 
•  ierly  is  the  matter  of  long-term  care.  Medicare  rein^ursement  is 
fery  limited  at  this  time,  but  clearly  the  elderly  Hve  in  fear  of  how 
f  x  pay  for  long-term  care.  The  t^ical  yearly  cost,  mostly  out  of 
i  Docket,  is  $20,000  for  a  nursing  home  hed.  The  average  stay  is  2 
1  /ears.  This  is  a  tough  issue  with  no  easy  answers. 

0  ' 
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So  where  are  we?  We  know  the  older  population  is  multiplvin| 
rapidly.  By  the  end  of  this  century  there  will  be  some  31  millioj  ^ 
people  in  the  65-and-over  categoiy.  By  the  time  the  entire  bab!3 
boom  generation  retires,  there  will  be  some  55  million  Americaiu  i 
over  65,  comprising  about  18  percent  of  the  population.  We  knoi,  o 
the  expanded  years  are  attributable  to  advances  in  medical  ted^  g 
nology  which  have  come  to  the  fore  since  Medicare  was  enacted  ij  ti 
1965,  innovations  like  antibiotics,  hemodialysis,  pacemakers,  ca^g 
diac  t^ypasses,  hip  replacements,  and  so  on.  |g 

Yes,  we  are  aware  of  the  graying  of  America.  Tet.  in  recen|p 
years,  the  Nation's  birth  rate  has  sharpliy  declined.  We  know  theri 
are  millions  of  homeless  Americans  who  are  not  in  the  social  secu]  t 
rity  system.  We  know  that  thousands  of  others  are  unemployed  0{ 
otherwise  impaired  and  not  part  of  productive  society.  i 

What  I  am  saying  is  that  there  are  fewer  people  in  the  workforce 
to  pick  up  the  tab  for  the  Iriggest  Medicare  generation  yet  eroeri^ 
en^  in  this  countiy.  How  do  we  pay  for  health  care  for  the  elderlji 
in  generations  to  come?  Who  has  ttie  responsibility  to  determini 
when  the  health  care  provided  is  adequate  or  appropriate? 

Congress  made  a  promise  to  older  Americans  in  1965  when  it  inil 
tiated  Uie  Medicare  program.  The  promise,  in  part,  was  that  the 
best  poss&>le  physical  and  mental  health  which  science  could  make 
available  ¥dthout  reeard  to  economic  status  would  be  extended  tcj> 
them.  This  promise  has  certainly  been  kept  But  you  must  realize 
that  it  is  the  physician  and  hospital  providers  who  have  kept  thc{ 
promise  by  bearing  the  brunt  of  uncompensated  care.  The  Congressi 
of  1965  could  not  possibly  have  foreseen  1991  costs.  As  a  hospital 
administrator,  I  am  beginning  to  wonder  if  this  promise  can  oon-j 
tinue  to  be  kept.  i 

It  has  been  said  that,  'Without  a  vision,  the  people  perish."  Sen-! 
ator  Cochran,  I  ask  you,  what  is  America's  vision?  I  respectfully 
sugcest  to  you  that  on  the  national  agenda  must  be  the  Na- 
tions health  care  delivery  system,  particufiffly  as  it  affects  rural^ 
physicians  and  hospitals.  Unless  Congress  confronts  this  issue  now 
with  some  tou£^  objective  actions  to  equalize  Medicare  reimburse- 
ment to  physicians  and  health  care  providers,  there  will  be  a 
health  care  crisis  in  this  countiy  such  as  never  before  experienced 
in  the  history  of  this  Nation.  It  is  my  hope  that  this  will  not  hap- 
pen. 

I  want  to  thank  you  for  your  interest  in  health  care.  Senator,  not ' 
only  for  the  elderly  but  in  other  areas  that  we  have  discussed  be- 
fore. Thank  you  so  mudi.  \ 

[The  prepared  statement  of  Mr.  Johnson  appears  in  the  appen- 
dix.] 

Senator  Cochran.  Thank  you  very  much,  Clifford  Johnson,  for 
your  testimony,  very  compelling  testimony.  I  also  appreciate  your 
including  as  a  part  of  your  statement  to  the  committee  the  informa- 
tion that  you  have  supplemented  your  statement  with:  the  statis- 
tics, and  also  the  letters.  When  I  arrived  in  Clarksdale  last  nidit, 
I  had  this  material,  and  I  read  the  enclosures  that  you  included, 
including  letters  from  physicians  and  oAers  who  have  had  experi- 
ence in  dealing  with  tne  problems  that  you  have  mentioned  and 
hi^lighted,  and  it  is  very  impressive. 
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The  article  that  you  included  in  here  I  thought  was  particularly 
appropriate,  Healing  the  Delta,"  by  Frank  Clancy.  I  read  tliat  as 
well. 

All  of  this  indicates  to  me,  not  only  your  testimony  and  these  en- 
closures that  I  am  mentioning,  but  the  testimony  of  other  wit- 
nesses, too,  that  we  are  at  a  point  of  real  crisis.  And  I  think  it's 
at  the  point  where  immediate  action  is  required,  if  we  are  not  going 
to  get  into  even  more  serious  situation.  The  older  our  population 
gets,  the  more  demands  there  are  on  the  system,  the  more  expen- 
sive the  cost  becomes,  and  the  higher  the  barriers  get  to  reasonably 
priced  health  care  products  and  services. 

One  of  our  witnesses  mentioned  that  the  costs  of  medications 
continues  to  go  up,  and  are  out  of  readi.  Some  people  just  have  to 
make  a  decision  whetiier  the/re  going  to  pay  tiie  rent  or  pay  the 
light  bill  or  pay  the  bill  for  prescriptions.  A  lot  of  times,  the  pre- 
scriptions bill  gets  kicked  out,  or  the  prescription  is  sometiiing  that 
the  patient  determines  just  has  to  be  put  aside  until  an  oppor- 
tunity can  be  found  to  deal  with  it 

So  these  are  very  real  problems,  and  this  panel  has  done  a  lot, 
I  think,  to  hig^ili^t  some  of  the  specifics  and  day-to-day  challenges 
that  health  care  providers  are  facmg. 

I  don't  know  that  I  have  a  magic  answer,  but  I  do  want  to  thank 
you  for  helping  to  focus  our  attention  on  some  of  these  specifics.  In 
the  case  of  Ms.  White's  testimony,  for  example,  she  raisea  the  prob- 
lem of  no  reimbursement  whatsoever  for  long-term  care  as  com- 
pared with  at  least  a  program  of  Medicare  reimbursement  for  acute 
care,  and  whether  or  not  that  is  something  that  we  can  continue 
to  ignore. 

The  testimony  of  Dr.  Curtis  I  thought  was  especially  helpfiil  in 
trying  to  identi^  some  specific  things  that  we  could  consider  doing. 
Specialized  geriatric  training  is  veiy  definitely  needed. 

With  respect  to  reforming  Federal  policies  to  permit  reimburse- 
ment tO;  providers  of  gerontological  specialty  services,  as  I  under- 
stand your,  testimony,  thefe^is  no  reimbursement  now  for  such 
services.  If  a  person  is  a  provider  of  specialized  services  of  that 
kind,  are  they  categorically  disallowed  reimbursement?  I  thought 
we  did  have  some  home  health  care  services  provided  that  were  re- 
imbursable. 

Dr.  CURTTS.  Yes,  Senator,  you  are  correct,  there  are  some  home 
health  care  services  that  are  reimbursable.  Those  are  directly  reim- 
bursable to  nurses.  The  person,  the  Medalist  in  gerontology,  is  not 
considered  within  that  reimbursement  policy.  So  what  he  or  she 
has  been  doing  is  filing  for  reimbursement  as  either  consultant  to 
the  home  health  care  agency,  or  filing  under  the  name  of  a  nurse 
that  is  providing  care  of  the  home  he^th  care  agen^,  or  the  home 
health  care  agency  has  been  swallowing  the  expense  for  his  or  her 
services. 

Senator  CoCHRAN.  You  also  mentioned  respite  care,  and  maybe 
daycare  centers  and  vacation  opportunities  for  those  who  were  pro- 
viding care,  as  an  alternative  to  institutional  care.  We  have  talked 
about  that  some  at  earlier. hearings,  and  that  is  a  situation  that  I 
think  does  need  some  more  attention.  It  doesn't  seem  that  imder 
the  Older  Americans  Act  or  other  Federal  programs  there  is 
enough  of  that  kind  of  assistance.  I  know  there  are  some  home 
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services  that  are  pro^dded,  but  th^r  are  veiy  limited  and  reallj. 
don't  meet  the  neais  of  a  large  number  of  people.  Those  who  ar<  ^ 
beneficiaries  of  that  kind  of  service  genuinely  appreciate  it  } 

One  of  our  guests  here  this  morning  was  just  remarking  to  mi  J 
before  the  hearing  started  about  someone  in  this  community  whos< 
femuly  member  had  had  a  serious  physical  impairment,  and  thi 
woman  who  was  his  spouse  was  tiying  to  take  care  of  him  and  jus^l 
couldn't  do  it  But  with  some  added  assistance  from  people  whd^ 
come  by  the  home  on  a  regular  basis  and  help  her  with  just  bouse-J 
hold  chores  and  the  hygiene  needs  of  the  ill  fiEonily  member,  tha€ 
means  a  lot  and  it  keeps  them  from  having  to  put  him  in  a  long-jj 
term  care  fieicility.  1 

What  do  we  do  about  that?  Do  you  have  any  special  thoughts' 
about  how  we  do  that,  how  we  deal  with  that  as  a  practical  matter?i 

Dr.  Curtis.  Deal  with  the  outreach  programs?  \ 

Senator  CocHRAN.  Yes,  the  outreach  programs  and  providing, 
these  respite  care  services. 

Dr.  Curtis.  Well,  my  suggestion  is  to  look  at  the  acute  care  cen-. 
ters  and  the  nursing  home  facilities  and  in  some  way  assist  themi 
in  providmg  finances  to  support  those  respite  beds  for  the  individ-. 
ual  who  has  the  illness.  i 

Or  another  thou^^t  I  have  is  that  I  think  a  university  settings 
would  be  a  wonderful  place  for  daycare  centers  because  it^s  inter-! 
disciplinary  and  the  elder  could  be  stimulated  by  input  from  all  of  i 
the  departinents  and  divisions  within  the  university  setting.  But|< 
rif^t  now  there  is  not  really  any  funding  in  the  form  of  grants  that 
are  an  easy  access  to  help  with  that 

The  outreach  programs  themselves,  the  one  that  we  have  in  Co-Q 
lumbus.  Senator,  is  so  wonderfuL  But  when  th^  started  it;  it  was! 
like  scratching  the  sur&ce.  Tkey  have  waiting  lists  in  five  counties  i 
begeing  for  more  help,  and  th^  are  just  tapped  out;  th^re  doingi 
thebest  they  can.  i 

But  if  there  were  some  mechanism  that  we  could  use  to  enconr-  i 
see  and  increase  those  outreach  programs  for  some  of  these  rural  3 
elders  who  are  homebound,  it  would  be  wonderful.  e 

I  am  sorry  I  don't  have  a  real  solution.  I  wish  I  did.  j 

Senator  COGHRAN.  Dr.  Howell,  you  wanted  to  make  a  comment?  i< 

Dr.  Howell.  Senator,  back  in  1990,  there  was  a  report  to  the . 
State  Medicaid  Commission  called  the  Ladd  Report  And  in  this  a  j 
survey  was  done  for  the  Medicaid  Commission  addressing  Icmg- 
term  care.  I  really  did  not  get  into  this  in  my  paper.  But  essen-  \ 
tiaBy,  this  report  felt  that  nursing  homes  held  a  lot  of  patients  that  \ 
did  not  need  their  complex  care,  and  it  recommended  that ; 
prescreening  exams  be  set  iq>  and  common  assessment  tools  be  > 
used  to  determine  whidi  patients  coidd  be  cued  for  outside  of  a 
nursine  home.  A  nursing  home  is  quite  expensive  in  comparison  to 
a  number  of  the  other  sources  of  alternative  care  that  could  be  pro- 
vided. ' 

In  Mississippi,  in  1989,  I  believe  about  97  percent  of  Medicaid  i 
funds  for  lon|-term  care  went  to  nursing  homes. 

The  State  Medical  Association  supports  the  idea  of  the  develop- 
ment of  adult  day  centers,  of  adidt  foster  homes,  and  of  transpor- 
tation, meal,  and  chore  services  to  elderly  Mississippians. 
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Senator  Cochran.  One  thing  that,  you  mentioned^  and  so  did 
Clifford  Johnson,  was  the  problem  with  the  Medicare  reimburse- 
ment differential;  the  fact  tnat  we  are  treated  differently— which  is 
implied  in  the  term  itself— Irom  those  in  other  areas  of  the  country 
because  we  are  not  as  large,  we  don't  have  the  population  base. 
And  according  to  Clifford  Johnson's  statement,  there  was  another 
phrase  that  he  used,  ''case  mix  indices  were  not  sufficient  to  meet 
the  requirements  of  the  Health  Care  Financing  Administration." 

My  understanding  was  that  we  passed  legislation  that  will  re- 
quire equalization  of  physician  reimbursements  hy  1995  and  this  is 
to  be  phased  in  and  completed  by  that  date.  But  I  understand  from 
your  testimony  that  you  are  not  impressed  by  that  Did  you  fear 
the  way  it's  going  to  be  equalized  is  that  the  urban  physicians  are 
simply  going  to  be  brought  down  to  the  level  of  reimbursement  of 
those  in  our  area  here,  for  example?  Is  that  based  on  something 
you  have  gotten  pretty  firmly  from  the  regulators  or  some  other 
source? 

Mr.  Johnson.  That  is  just  what  our  physicians  are  telling  us.  I 
don't  have  any  hard  data  right  now  for  that 

Senator  Cochran.  Do  you  have  any  basis  for  fearing  that  other 
than  just  distrust  of  Government? 

Dr.  Howell.  Basically,  I  know  that  there  are  a  lot  of  proposals 
'concerning  payment  systems.  But  I  do  not  have  any  bard  data 
right  before  me. 

Senator  Cochran.  OK  Well,  one  thing  that  I  have  been  con- 
vinced of  is  that  that  was  terribly  unfair.  !And  a  few  years  ago,  I 
know  I  joined  with  other  Senators  from  States  that  were  similarly 
affected  in  cosponsoring  legislation  which  was  enacted  to  correct 
this.  Although  if  s  not  an  immediate  equalization,  it  does  require 
equalization  over  a  period  of  time.  I  want  to  assure  you  that  I  am 
^oing  to  continue  to  monitor  that 

What  also  disturbs  me,  though,  and  I  think  Clifford  Johnson's 
:estimony  is  very  clearly  illustrative  of  the  problem,  is  that  this  re- 
gional medical  center  here,  fo^  example,  is  treated  differently.  Even 
i:hough  it  treats  patients  firom  a  multicounty  region,  it  has  a  large 
itaff  and  provides  sophisticated  services  of  almost  eveiv  kind  that 
/ou  can  get  in  any  big-dty  environment,  except  I  think  you  men- 
ioned  neurosxirgery  and  cardiovascular  surgeiy.  So,  for  all  prac- 
ical  purposes  if  s  an  urban  facility. 

My  point  is  that  it  is  indistinguishable  in  terms  of  its  mission, 
ts  functions,  its  services,  and  the  qualitv  of  the  physicians  and  the 
tther  personnel  and  staff  who  work  were.  It's  the  same  as  an 
irban  facility,  so  there  oug^t  not  to  be,  in  my  judgment,  any  dif- 
erence  in  the  level  of  reiim^ursement  Simplies  cost  the  same,  the 
expenses  are  the  same.  In  some  cases,  I  think  you  said,  they're 
iiigher  because  of  transportation  costs,  getting  things  here. 

So  I  don't  know  what  else  to  tell  you  except  we  need  to  accelerate 
he  rate  of  equalization  or,  if  that  is  separate  from  the  physician 
eimbursement  legislation  that  has  already  been  enacted,  then  I 
I  hink  we  ought  to  try  to  get  the  same  kind  of  legislation  enacted 
hat  relates  to  hospitals  and  regional  facilities  like  here  at  Clarks- 
lale. 

So  we  will  work  on  that 

Mr.  Johnson.  Senator,  can  I  say  something? 
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Senator  Cochran.  Yes,  sir.  Jci 
Mr.  Johnson.  In  talking  about  the  case  mix  indices,  that  m 
based  on  the  acuity  level  of  the  patient  or  the  severity  of  illnessjo 
and  that  is  how  the  case  mix  is  figured.  That  is  how  th^r  deterL 
mine  whether  we  would  be  a  rural  referral  center  or  not.  Now,  c| 
hospital,  a  rural  hospital  that  begins  to  do  heart  sureeiy  or  thaip 
begins  to  do  neurosurgery,  will  get  their  case  mix  leveled  up  mucy( 
hi^er,  and  they  then  get  to  become  a  rural  referral  center.  We  stim 
serve  all  the  people  and  we  serve  as  a  rural  referral  center,  and 
yet  we  don't  do  neurosuxgery  and  we  don't  do  cardiovascular  sur  l 
gerv.  Those  are  tibe  things  that  get  the  case  mix  up  or  get  the  acuji 
ity  level  iq).  1 
Senator  Cochran.  I  see.  | 
Mr.  Johnson.  But  like  you  say,  we  are  stiU  doing  the  same  woit] 
as  an  urban  center  would  do.  I 
Senator  Cochran.  Well,  I  am  hoping  that  we  can  use  this  testi-^ 
mony  and  these  materials  that  we  have  available  to  us  now  as  a. 
way  to  persuade  the  Congress  and  the  Administration  to  make! 
chfijiges  that  wiU  make  it  more  fair  and  equitable  for  those  in  areas* 
of  the  country  like  Clarksdale,  MS. 

I  want  to  thank  you  for  being  here.  We  are  going  to  take  a  little 
break  now  of  about  5  minutes  and  stretch  your  1^  and  do  what-l 
ever  you  have  to  do,  maybe  get  a  cup  of  coffee.  There  is  coffee  inj 
an  acQacent  room  here.  We  appreciate  it  very  much. 
Then  we  will  reconvene  in  about  5  minutes  with  our  final  panel 
[Recess.]  j 
Senator  Cochran.  WeD,  if  we  are  all  set,  we  can  reconvene  thef 
hearing  for  our  third  panel  of  witnesses.  Our  third  panel  of  wit- 
nesses today  includes:  Helen  Wetherbee,  who  is  director  of  the  divi- ' 
sion  of  Medicaid  in  the  Office  of  the  Governor,  Georpe  Holland,  who 
is  the  r^onal  director  of  the  Health  Care  Financmg  Administra- 
tion, which  oversees  the  Medicare  program  as  well  as  Medicaid;  ^ 
Bill  Shakelford,  who  is  public  affairs  director  for  Blue  Cross/Blue  ^ 
Shield  of  Mississippi  Tms  is,  of  course,  a  migor  Medicare  contrac-  • 
tor  providing  day-to-day  payment  and  customer  service  to  Medicare ' 
beneficiaries.  ^ 
We  appreciate  very  much  this  panel  being  here  and  helping  us  i 
to  discuss  and  think  about  wi^  to  improve  access  to  health  care  ^ 
services  and  products  in  Mississippi  in  particular,  but,  as  £Eur  as 
older  Americans  are  concerned,  throudiout  the  country.  [ 
Lef  s  start  with  Ms.  Wetherbee,  ana  you  may  proceed.  Thank  you  ^ 
for  being  here. 

STATEMENTS  OF  HELEN  WEraEBBEEy  EXECUTIVE  DIRECTOR,  \ 
BOSSISSIPPI  DIVISION  OF  MEDICAID;  BILL  SHAEELFORD,  DI-  i 
RECTOR  OF  PUBUC  AFFAIRS,  BLUE  CROSS^LUE  SHIELD  OF  [ 
MISSISSIPPI;  AND  GEORGE  R.  HOLLAND,  REGIONAL  ADMIN-  \ 
ISTRATOB,  HEALTH  CARE  FINANCING  ADMINISTRATION 

Ms.  Wfthebsee.  Thank  vou.  Senator  Cochnm.  I  feel  that  you 
have  already  listened  to  a  lot  of  numbers,  so  I  will  keep  them  to 
a  minimum.  But  of  the  280,000  elderly  Mississippians  over  the  age 
of  65,  95,000  are  living  below  the  national  poverty  level  This  is  ap- 
proximately 11  percent,  and  if  s  a  very  high  proportion  of  impover- 
ished elderly.  Other  States  have  levels  more  Bke  5  or  6  percent 
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Of  the  95,000  living  below  the  poverty  level,  75,000  are  now  re- 
ceiving some  form  of  medical  assistance  through  the  Medicaid  pro- 
1  gram.  This  ranges  from  Medicaid's  direct  reiim>ursement  for  medi- 
^cal  services   to  Medicaid's  picking  up  the  coinsurance  and 
^  copayments  for  Medicare  enrollment 

1  Mississippi  had  already  initiated  phased-in  coverage  of  the  elder- 
jly  up  to  100  percent  of  poverty  before  it  became  mandatory  under 
OBRA  90.  In  an  effort  to  do  that,  the  State  had  expanded  its  eligi- 
'bility  staff  to  100  workers  and  the  number  of  regional  offices  to  24, 
I  in  an  effort  to  facilitate  enrollment  of  the  elder^  and  the  disabled. 

We  anticipate  that  at  the  end  of  this  calendar  year  approxi- 
'mately  85,000  elderly  will  be  served  through  the  Medicaid  pro- 
gram, representing  nearly  90  percent  of  the  total  elderly  Mississip- 
.pians  living  at  or  below  the  poverty  leveL 

'  It  has  already  been  mentioned,  a  primary  barrier  to  care  in  the 
Medicaid  program  is  the  low  level  of  physician  participation.  I  be- 
lieve Dr.  Howell  has  already  addressed  this  issue.  I  should  add, 
I  however,  that  last  year  a  survey  was  conducted  by  my  predecessor 
directing  the  Medicaid  program  to  determine  the  reasons  for  physi- 
cian nonpartidpation  in  uie  program.  The  most  frequently  dted 
.problem  was  inadequate  reimbursement 

This  study,  however,  was  followed  by  another  survey  at  the  na- 
jtional  level,  which  revealed  that  in  Mississippi,  as  in  other  States, 
reimbursement  is  not  the  primary  motivator  for  partidpation,  but 
the  real  problems  lie  in  physicians'  perception  of  patient  abuse  of 
the  health  care  system  and  the  perception  that  Medicaid  patients 
<are  more  difficult  to  manage  and  more  likely  to  litigate. 
!  These,  I  think,  are  the  true  barriers  to  physician  partidpation  in 
Mississippi 

I  With  respect  to  reimbursement  rates,  I  should  mention  that,  in 
our  State,  legislative  action  is  required  for  any  changes  in  reim- 
.bursement,  and  this  year,  because  of  the  State's  fiscal  crisis,  no  in- 
jcrease  was  authorized. 

A  second"  barrier  to  provision  of  care  in  the  Medicaid  program  is 
(transportation,  as  Dr.  Dorsey  has  already  mentioned.  We  are  re- 
quired to  provide  transportation  for  Medicaid  redpients  in  Mis- 
isissippi,  but  I  can  only  be  candid  and  admit  that  in  many  counties 
ithis  is  not  a  program  that  is  working  well.  We  are  now  working 
with  our  State  human  service  agendes  and  our  State  transpor- 
tation agency  in  an  effort  to  develop  ,  new  models  to  address  this 
problem. 

Some  of  our  attempts  to  resolve  problems  are  frustrated  by  the 
third  barrier  I  would  like  to  mention,  and  that  is  the  regulatory  en- 
vironment at  both  the  State  and  Federal  level.  At  the  State  level, 
not  only  is  the  program  entirely  dictated  fay  legislative  action,  but 
with  our  current  program  the  division  of  Medicaid  has  no  control 
over  admissions,  for  example,  to  nursing  fadlities.  The  same  is  true 
for  home  health  services  and  for  the  home  and  community-based 
waiver  program  that  I  will  mention  later. 

We  have  a  need  for  additional  nursing  home  beds  in  Mississippi, 
which  is  currently  restricted  by  a  legislative  moratorium.  Under 
our  current  framework  we  have  no  way  of  assuring  that  the  se- 
verely impaired,  whetiier  ph3rsically  or  mentally,  are  not  rejected 
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by  nursing  facilities  in  preference  for  recipients  requiring  less  ii 
tensive  care. 

At  the  Federal  level,  Mississippi  has  hardly  been  able  to  fund  th 
mandated  erpansions  of  the  last  several  years.  These  include  nc 
only  the  nursing  home  revisions  of  1987  and  the  expansion  of  elig 
bility  to  tihe  elderly  up  to  100  percent  of  poverty,  but  a  much  ereal 
er  expansion  of  coverage  and  services  to  pregnant  women  and  chil  | 
ireiL  In  spite  of  the  Federal-State  match  of  4  Federal  dollars  to 
State  dollar,  there  are  not  su£5cient  funds  in  Mississippi  to  main 
tain  these  services  for  die  very  hi^  proportion  of  Sfississippian 
living  at  or  below  the  poverty  threshold.  { 

I  uiould  mention  as  well  that  it  is  because  of  the  4-to-l  matdl 
that  Mississippi  has  no  dioice  but  to  comply  with  the  Federal  man  j 
dates  because  we  are  so  desperately  dependent  on  the  Federal  dol 
lar. 

The  forced  expansions  have  led  to  increases  in  the  program  cost 
of  24  percent  in  fiscal  years  1990  and  1991  and  49  percent  for  fisca 
year  1992.  Our  budget  for  fiscal  year  1992  is  now  $L1  billion.  Tha 
is  the  first  State  program  to  break  the  billion-doUar  barrier,  an< 
I  would  suggest  tms  Sgare  should  be  compared  to  the  $591  nuHioij 
budget  we  had  in  1990. 

In  the  absence  of  sufficient  State  funds  or  perhaps  to  illustrat 
the  insufficient  of  State  funds,  the  legislature  has  enacted  a  pro 
vider  assessment  proeram  to  generate  State  matching  dollars.  Ii 
addition  to  that,  the  oisproportionate  share  hospitals  are  expectei 
to  donate  some  $40  million,  all  of  which  are  absolutely  necessar] 
if  our  program  is  to  be  funded  next  ^ear.  | 

My  point  is  that  as  an  alternative  to  this  struggle  to  fund  i 
forced  program,  Mississii)pi  is  among  the  States  supporting  th< 
proposiu  that  Federal  legislation  afford  the  States  some  period  o^ 
time,  sudi  as  2  years,  in  which  to  meet  the  latest  mandates.  Lesf 
pressure  on  the  State  budget  would  permit  us  to  assume  some  ini 
tiative  in  developing  programs  and  services  particularly  suited  ti' 
our  State. 

I  should  emphasize  that  Mississippi  does  not  oppose  the  expan 
sion.  In  fact,  we  welcome  it.  But  we  merely  want  the  discretion  or 
the  latitude  to  develop  a  program  tailored  to  Mississippi's  needs.  I 
don't  think  this  is  the  forum  to  dwell  on  the  drug  formulaxy  anc 
rebate  provisions,  but  that  is  an  example  of  a  Federal  mandati 
that  win  save  money  on  a  nationwide  basis  but  whidi  will  cost  Misj 
sissippi,  in  spite  of  the  rebates,  ia  net  loss  of  i^proximately  $12  mil 
lion. 

In  searching  for  solutions,  it  is  important  to  note  that  nursini 
home  residents  constitute  4  percent  of  the  total  Medicaid  popu 
lation,  while  the  cost  of  their  care  consumes  30  percent  of  the  medi 
cal  services  budeet  In  January  of  this  year,  as  I  mentioned,  mon 
than  75,000  Medicaid  recipients  were  65  years  of  age  or  older.  YfiHk 
respect  to  all  Medicaid  services,  the  cost  per  dderl^  client  is  ap 
proximately  $3,200.  Of  those  elderly  recipients  residing  in  nursing 
homes,  however,  the  average  cost  is  $7,577. 

While  there  was  a  23-percent  increase  over  the  last  year  in  the 
number  of  elderly  recipients,  there  was  a  43  percent  increase  in  thd 
number  of  elderly  recipients  residing  in  nursing  homes.  Clearly 
less  costly  alternatives  to  nursing  home  care  are  needed. 
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Mississippi  does  have  a  small  home-  and  community-based  serv- 
ices program.  For  500  recipients,  a  special  battery  of  services  offers 
an  alternative  to  institutionalization.  The  services  include  case 
management,  expanded  home  health,  homemakers,  respite  care, 
and  adult  care  services.  So,  for  500  Mississippians,  some  of  the  sug- 
g:estions  that  have  been  made  earlier  are  available.  This  is  an  op- 
tional program.  The  annual  cost  is  $2,000  per  recipient  Remember 
that  the  annual  cost  for  lone-term  care  for  our  Medicaid  recipients 
is  over  $7,500.  We  do  feel  that  this  program  should  be  expanded, 
but  it  is  optional.  And  the  legislature  this  year  has  refused  to  fund 
any  optional  expansions  because  of  the  cost  of  implementing  the 
Federally  mandated  expansions,  particularly  OBRA  90. 

We  also  hope  to  address  other  problems  of  access  through  the  de- 
velopment of  managed  care  programs  for  the  frail  elderly.  The  leg- 
'    islature  has  authorized  two  pilot  programs  which  we  are  present 
I    in  the  process  of  developing.  We  hope  to  establish  a  medical  home 

I  for  elderly  clients  to  facilitate  access  to  needed  services  and  prevent 
duplication  or  overlapping,  most  especially  with  respect  to  medica- 
tion. 

'       Finally,  there  are  some  fundamental  questions  which  underHe 
'    the  role  of  the  Medicaid  program  in  meeting  the  health  care  needs 
,    of  the  elderly.  Remembering  that  at  its  inception  Medicaid  provided 
limited  medical  assistance  to  Umited  categories  of  low-income  peo- 
ple, the  elderly  have  been  relatively  well  served  fay  the  program 
In  recent  years,  however.  Federal  priority  in  the  Medicaid  program 
^    has  been  placed  upon  pregnant  women  and  children,  now  served  in 
•    some  instances  up  to  200  percent  of  poverty,  and  provided  all  medi- 
al   cally  necessaiy  services  without  the  restrictions  that  have  been 
,    used  in 'the  past  to  control  costs. 

^  Currentlv,  15  percent  of  Medicaid  recipients  in  this  State  are 
^  over  65,  while  the  cost  of  this  service  consumes  nearly  40  percent 
^  of  the  program  budget  Some  health  analysts  now  question  whether 
^  Medicaid  should  serve  the  .  elderly  at  ail  or  wh^er  their  costs 
[|  should  be  shifted  to  Medicare.^The  lack  of  Medicare  coverage  of  cer- 
^  tain  services  arguably  drives  up  the  cost  to  Medicaid.  There  are 
^  also  questions  ?^ether  nursing  homes  may  properly  be  considered 
[{  medical  services  and  whether  their  exorbitant  costs  should  be  paid 
jj|  by  the  Medicaid  program.  * 

^1  In  conclusion,  the  Medicaid  program  is  playing  a  major  role  in 
4  providing  traditional  medical  services  to  the  elderly  with  incomes 
^  below  the  poverty  threshold.  It  appeai^  that  the  reimbursement  for 

II  these  recipients  will  total  more  than  $250  million  this  year.  The 
I  money  is  being  spent  primarily  on  long-term  care  and  inpatient 
H  hospitalization,  and  the  costs  are  overwhelming. 

i'j  However  funded,  there  is  a  definite  need  for  alternatives  such  as 
4  I  have  outlined  in  our  home-  and  community-based  services  pro- 
U  gram. 

H  That  concludes  my  remarks.  I  would  just  like  to  mention  that  I 
0  do  have  a  copv  of  the  Ladd  Report  that  Dr.  Howell  mentioned  ear- 
1,^  lier,  and  I  will  leave  that  with  Mr.  Thigpen. 

w      I  wanted  to  minimize  my  comments  dbout  the  drue  proeram,  but 
i»   thank  you  for  your  work  with  Senator  Bentsen  in  the  colloquy  on 
the  floor,  and  I  would  just  mention  that  Mr.  Thigpen  was  ex- 
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tremely  helpful  to  us  and  cooperative  in  getting  all  that  arrangif 
Thank  you. 

[The  prepared  statement  of  Ms.  Wetheibee  appears  in  the  appd  is 
diz.] 

Senator  Cochran.  Well,  we  i^predate  your  being  here,  "hi 
Wetlierbee.  I  am  glad  you  have  a  copy  of  the  Ladd  Report  We  w 
make  that  a  part  of  record  of  the  hearing  so  we  ¥nll  have  that 
our  transcript  of  these  proceedings.  We  appreciate  your  commenlii 
too,  on  our  assistance  in  the  Senate,  woriong  with  Senator  Bents< 
to^  some  clarifying  understanding  to  be  helpful  to  the  State,    i  as 

niie  Ladd  Report  appears  in  the  appendix.] 

Senator  Cochran.  Mr.  Holland.  b 

Mr.  Holland.  Thank  you.  Good  morning,  Mr.  Chairman. 

Senator  Cochran.  Welcome.  3 

Mr.  Holland.  I  am  pleased  to  be  here  today  to  describe  th 
Health  Care  Financing  Administration's  efforts  to  ensure  that  Mei 
icare  beneficiaries  have  access  to  necessaiy  health  care.  The  elderli 
are  a  unique  group  when  discussing  access  to  health  care  serviceii 
Compared  to  other  age  groups,  individuals  who  are  65  years  of  ag 
or  over  are  relatively  well  insured.  More  than  95  percent  of  thesin 
individuals  are  covered  by  Medicare  and  70  percent  have  supple 
mental  health  insurance  coverage  through  medigap  policies. 

HCFA  supports  several  initiatives  to  improve  the  ability  of  thi 
Medicare  elderly  to  get  the  care  they  need.  We  seek  to  accomplis 
this  improvement  in  access  by  providing  positive  incentives  to  prq 
vide  care  only  when  necessary  and  at  the  appropriate  level 

Now,  the  physician  payment  reform  enacted  in  1989  is  intendeii 
to  make  Medicare  physician  reimbursements  more  equitable  acros( 
services.  Under  the  new  physician  fee  schedule  whidi  will  be  imi 
plemented  beeinning  January  1  of  1992,  pajrments  to  primaiy  can 
physicians  wiB  increase  relative  to  specialists.  This  provides  an  in 
centive  to  provide  basic  pnmaiy  care  and  should  improve  access  U 
those  services.  ^ 

In  order  to  improve  access  to  physician  services  in  medically  un 
derserved  areas,  Medicare  pays  physicians  in  these  areas  a  bonuf 
of  10  percent  to  provide  services  to  Medicare  beneficiaries.  Mis-ti 
sissippi  has  88  areas  designated  as  medically  underserved.  There; 
are  approximately  517  physicians  in  Mississippi  who  are  eligibly 
for  this  bonus. 

Beneficiaries  are  also  encouraged  to  save  mon^r  on  physician 
services  by  receiving  their  care  from  Medicare-participating  physii 
dans.  These  ph3rsicians  accept  Medicare-approved  charges  as  thei 
total  payment  for  services.  Nonpartidpating  physicians  are  paid  aJ 
reduced  amount  of  the  improved  payment  i 

Fhysidan  partidpation  rates  have  increased  every  year  since  thej 
inception  of  the  program.  The  national  partidpation  rate  in  1990  <i 
was  44  percent.  Mississippi  had  a  sli^tly  smaller  physician  par-.^ 
tidpation  rate  of  38  percent  in  1990.  Tbjs  was  a  13  percent  in-i 
crease  firom  1989,  and  we  expect  to  see  an  additional  increase  this ' 
year  when  rates  are  available  later  this  month.  | 

The  number  of  ph3rsician  bills  paid  under  assignment— that  is,  ( 
acceptance  of  the  Medicare-approved  amount  as  payment  in  full — 
is  at  an  all-time  high.  In  Gscal  year  1990,  81  percent  of  physician 


41 

bills  were  paid  under  assignment,  relieving  beneficiaries  from  the 
financial  burden  of  balance  billing. 

We  have  implemented  several  provisions  to  assure  hospital  care 
is  available  in  rural  areas.  Since  1988,  rural  hospitals  have  re- 
ceived larger  Medicare  payment  increases  than  urban  hospitals. 
Nevertheless,  these  hospitals  generally  are  more  finandaDy  vulner- 
able than  their  urban  counterparts,  due  to  declining  occupancy  and 
other  economic  factors.  To  protect  the  financial  stability  of  rural 
hospitals,  HCFA  is  phasing  in  a  single  national  payment  amount 
to  replace  the  separate  urban  and  rural  Medicare  standard 
amounts,  which  is  to  be  completed  by  1995. 

Medicare  also  maintains  its  speaal  treatment  of  rural  referral 
centers  and  sole  community  hospitals.  These  hospitals  receive  hi^- 
er  payment  to  protect  their  unique  status  as  providers  in  their 
communities.  In  Mississippi  we  have  11  hospitals  designated  as 
rural  referral  centers,  while  two  are  sole  community  hospitals. 

HCFA  is   also   working  to   assist   rural   communities  in 
reconfiguring  their  health  care  delivery  systems.  We  are  in  the 
process  of  implementing  the  OBRA  89  provisions  to  desi^ate  cer- 
i  tain  rural  hospitals  as  essential-access  commimity  hospitals  and 
1  rural  primary  care  hospitals.  This  designation  will  offer  assistance 
I  to  States  in  assuring  the  availability  of  emergency  treatment  serv- 
ices in  rural  areas  where  it  is  not  financially  feasible  to  maintain 
1  a  fiill-service  hospital.  Applications  were  sent  out  at  the  end  of  Jan- 
1  uary.  We  expect  to  have  applications  returned  by  May  1  and  to 

0  make  awards  by  September. 

In  addition,  we  have  awarded  the  second  round  of  rural  health 
1^  transition  grants  that  will  help  small  rural  hospitals  modiiy  their 
it  services  to  adjust  to  market  condition  and  community  health  needs. 

1  A  total  of  394  transition  grants  and  $25.1  million  have  been  award- 
sed  to  date.  Mississippi  has  received  nine  grants  worth  over 

$575,000. 

};  HCFA  has  recently  published  proposed  regulations  for  folding 
capital  payments  into  the  pro^>ective  payment  systems  for  hos- 
-ipitals.  By  law.  Medicare  is  required  to  do  this  b^;inning  October 
sil  of  199L  When  fiilly  implemented,  a  ci^pital  PPS  will  provide  hos- 
"ipitals  with  a  fixed  amount  for  each  Medicare  admission  and  will 
s^establish  a  single  national  rate  regardless  of  whether  a  hospital  is 
e  rural  or  urban.  A  capital  PPS  wul  encourage  hospitals  to  make 
prudent  capit£d  decisions. 

St  Many  people  are  concerned  about  tHe  impact  of  the  proposed  reg- 
i- illations  on  rural  hospitals.  Establishmg  a  Federal  rate  based  on 
e  itie  average  capital  spending  for  all  hospitals  results  in  the  low-cost 
a  'lospitals  receiving  a  hi^er  capital  PPS  payment  than  under  the 
nirrent  cost  system.  Because  the  majority  of  rural  hospitals  have 
e  i:apital  costs  well  below  the  national  average,  they  are  likely  to  fare 
0  Well  under  the  proposed  change  as  long  as  they  continue  to  make 
r'  prudent  capital  investments. 

1-  To  aid  hospitals  with  capital  costs  above  the  national  average, 
ii  :he  regulation  includes  an  exception  policy  to  provide  additional 
sayment  for  costs  in  excess  of  150  percent  of  the  payment  There 
g,  is  also  a  generoiis  exception  policy  for  rural  sole  commimity  hos- 
-  pitals. 
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We  continue  to  seek  better  care  and  better  value  for  our  hes  8 
dollars  in  the  Medicare  program.  Coordinating  care  conseri  o 
scarce  health  resources  by  providing  only  necessary  care,  theri  \ 


CurrenUy,  Medicare  has  about  L25  million  beneficiaries  enrol  g 
in  the  risk  health  maintenance  organizations.  Although  no  h 
sissippi  Medicare  beneficiaries  are  enrolled  in  risk  HMO's,  we 
this  as  a  potential  area  of  e]q>ansion  in  the  future.  j 
Coordinated  care  plans  such  as  HMCs  and  competitive  medi  ^ 
plans  provide  quality  care  at  an  afibrdable  price.  Medicare  be  j 
fidaries  liho  join  coordinated  care  plans  usuallv  have  less  out  i| 
pocket  costs  than  fee-for-service  because  HMCrs  and  CMFs  gL 
erally  have  smaller  coinsurance  payments  which  are  more  preoi 
able.  { 
Now,  the  Presidentfs  budget  includes  a  $40  million  coordinal  i 
care  initiative  for  fisod  year  1992  and  $1.4  billion  over  5  yea i| 
The  initiative  is  designea  to  strengthen  the  existing  Medicare  ; 
ordinated  program  and  e]q)and  options  available  to  the  hen 
ficiaries. 

We  are  also  looking  at  the  larger  question  of  access  to  hea 
care  and  long-term  care.  The  importance  of  this  issue  is  evident 
by  the  number  of  groups  established  to  address  these  problems  a| 
recommend  solutions.  And  of  course  that  was  discussed  this  moi 


The  U^.  Bipartisan  Commission  on  Comprehensive  Health  Ca{ 
the  Pepper  Commission,  has  elready  issuea  its  report  of  findinj; 
and  the  Social  Security  Advisory  Council  is  also  expected  to  cor 
forth  with  its  recommendations.  The  National  Governors'  Assocf 
tion  has  designated  health  care  reform  as  its  No.  1  priority  for  te 
year  and  is  conducting  a  study  that  is  expected  to  be  completed 
August  of  199L 

In  addition,  a  special  departmental  task  force  is  also  chai|» 
with  exploring  solutions  to  problems  of  health  care  access,  equif 
and  cost.  HCPA  Administrator  Gail  Wilensky  serves  as  vice  chi 
of  the  task  force.  The  mission  of  the  task  force  includes  a  thorou/ 
analysis  €/[  long-term  care  issues  and  options  for  financing  initi 
tives.  ^ 

In  conclusion,  Mr.  Chairman,  HCFA  supports  many  prograii 
which  are  intended  to  improve  benefidaiy  access  to  physician  w 
hospital  services,  maintain  services  in  rural  areas,  and  eiq)and  i 
cess  to  coordinated  care.  We  also  continue  to  seek  comprehensiii 
solutions  to  the  problem  of  access  to  care  for  the  elderly. 

Thank  you.  I  am  happy  to  answer  questions  as  they  arise. 

[The  prepared  statement  of  Mr.  Holland  appears  in  the  i^pe 
dix.] 

Senator  Cochran.  Thank  you  very  much,  Mr.  Holland  for  yoi  * 
expert  statement  and  for  being  here.  As  a  regional  administrati  s 
we  know  you  are  busy  and  havp  a  lot  of  things  under  your  jurisdi  • 
tion.  We  appreciate  your  coming  over  here  and  helping  us  as  y( 
have. 

Mr.  Bill  Shakelford  is  our  next  witness. 
Bill,  welcome  to  the  hearing. 

Mr.  Shakelford.  Thank  you.  Senator.  It  is  a  pleasure  for  us 
be  here  and  to  participate  in  this  panel. 
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Three  things  come  to  mind  almost  immediately  in  addressing  the 
subject  of  access  to  health  care  for  the  elderly:  one,  the  availability 
of  health  care  services;  two,  financing,  or  wno  is  going  to  pay  and 
how  will  it  be  paid  for;  and,  three,  information  and  education;  that 
is,  teaching  our  people  how  to  access  the  system,  or  nonsystem,  as 
some  prefer  to  call  it,  to  get  the  benefits  to  which  they  are  entitled 
throu^  various  programs. 

I  would  like  to  give  you  a  little  perspective  as  one  private  in- 
surer. The  need  for  Medicare  supplement  is  very  evident  The  out- 
of-pocket  costs  since  the  advent  of  Medicare  in  1966  has  risen  from 
about  12.3  percent  of  income  to  about  20  percent  of  income  today. 
What  about  the  size  of  the  market  for  this  age  group?  There  are 
about  345,000  people  over  65  in  Mississippi. 

Two  things  are  happening:  One,  health  care  costs  continue  to  es- 
calate at  a  brisk  rate;  and,  two,  the  over-65  population  is  growing. 
In  the  next  30  years,  it  is  estimated  that  the  population  over  65 
is  expected  to  increase  by  50  percent  and  the  population  over  85 
,  will  triple. 

'  These  trends  have  convinced  us  that  long-term  care  and  the 
acute  care  stage  must  be  a  priority  of  Blue  Cross  and  Blue  Shield 
^  of  Mississippi  and,  I  am  sure,  other  companies  too.  We  are  engaged 
J  in-house  in  a  comprehensive  study  to  assess  our  current  position  in 
,  the  maricet  and  to  look  to  the  future. 

A  word  about  Medicare  supplements.  There  are  a  number  of  pri- 
j  vate  carriers  in  Mississippi  that  offer  Medicare  supplements.  The 
.  leaders  are  the  AAKP,  through  the  Prudential  Insurance  Company, 
[  and  Blue  Cross  and  Blue  Shield  of  Mississippi.  We  estimate  that 
^  of  about  272,000  of  nonMedicaid-eligible  who  are  Medicare  eligible, 
I  about  132,000  have  some  form  of  private  insurance.  Blue  Cross  and 
I  Blue  Shield  insures  about  31  percent  of  this  number.  Nationally, 
about  70  percent  of  Medicare-eiigibles  have  some  form  of  coverage 
«  under  a  Medicare  supplement  In  Mississippi  we  estimate  that  that 
I  number  is  about  50  percent'  -  r 

i     Blue  Cross  and  Blue  Shield  of  Mississippi  has  a  range  of  Medi- 
l  care  supplements  which  are  regulated  fay  tne  State  Department  of 
S  Insurance,  and  financially  these  products  are  performing  poorly. 
I  We  have  sustained  a  loss  ratio  of  about  94  percent,  and  this  is  due 
d  primarily  to  prescription  driigs  and  inadequate  rate  relief  which 
fli  has  been  granted  by  the  insurance  department 
^     Perhaps  no  subject  is  more  important  in  the  minds  of  our  elderly 
rt  than  long-term  care.  Who  pa3rs  for  it'now?  Medicare  pays  for  a  part 
I  of  it,  but  only  for  acute  conditions.  Personal  incomes  and  saving 
I  pay  for  part  of  it  Medicaid  pays  for  a  good  part  of  it,  but  is  avail- 
els  able  only  if  the  person  spends  down  his  or  her  assets  to  a  specified 
ij  level.  And  the  fourth  payer  is  private  insurance. 
4    Private  long-term  care  insurance  is  undergoing  a  dramatic 
change.  Currently,  as  estimated  by  the  American  Academy  of  Actu- 
i  aries,  about  $50  billion  is  being  spent  annually  on  long-term  care 
f  in  the  United  States,  and  they  predict  that  this  will  grow  to  $225 
1^  billion  by  the  year  2000. 

1    Insurance  in  this  area  is  growing  rapidly.  In  1986  there  were 
about  130,000  policies  for  long-term  care  protection  sold.  In  1990, 
i^'  about  1.15  million  policies  were  sold.  Blue  Cross  and  Blue  Shield 


44  I 

of  Mississippi  is  not  currently  in  this  market,  but  is  developing 
product  which  will  be  offered  in  Mississippi  in  1991. 

The  National  Association  of  Insurance  Commissioners  has  estt 
lished  long-term  care  standards  which  protect  the  consumer  a 
will  allow  this  market  to  grow.  The  need  for  standards  is  evidei 
There  is  also  a  need  for  continuing  education  about  coverage  ava, 
able  and  information  on  how  to  access  the  system  of  health  cai 
The  AARP  has  tid^en  a  leadership  role  in  this  area,  and  th^r  a 
to  be  commended  for  this. 
This  year  we  are  developing  a  program  dedicated  to  the  elder 
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subscribers  age  65  and  over  whidi  will  extend  beyond  our  serviij  8Ct: 
center  in  Jackson  and  to  oUier  communities  in  Mississippi.  In  add !,  1 
tion,  we  have  an  oblig^on  to  woik  with  members  of  me  medic  1 
professions,  the  hospitals,  the  nursing  homes,  and  Govemmei 
agencies  to  improve  coverage,  to  control  the  costs,  and  to  provici 
easier  access  to  the  available  health  care  services. 
We  appreciate  the  opportunity  of  testifying. 
[The  prepared  statement  of  Mr.  Shaketfbrd  appears  in  the  appei 
dix.] 

Senator  Ccx:hran.  Thank  you  very  much.  Bill  Shaketfbrd, 
vour  assistance  with  this  hearing  and  the  perspective  that  yot 
bring  to  our  discussion  todav. 

In  connection  with  something  that  Ms.  Wetherbee  said  about  th^i 
managed  care  pilot  program;  the  legislature,  as  I  understand  it,  au{l 
Uiorii^  a  pilot  program  and  there  is  one  other  as  welL  Shoul^^ 
there  be  any  tax  code  incentives  or  other  incentives  for  businesses  ^ 
and  individuals  to  purchase  insurance  that  would  provide  a  manj 
aged  care  program?  Is  that  a  feasible  thing  to  do,  Mr.  Shakelford 
or  are  there  any  policies  of  that  kind? 

Mr.  Shakelford.  We  think  that  that  is  an  area  in  wfaidi  the 
Government  could  move  to  give  incentives,  espedaUy  in  the  are? 
of  long-term  care.  For  example,  you  could  have  certain  carriers,  or 
all  carriers  certified  that  meet  standards,  and  the  cost  of  that  cov-' 
erage  paid  by  the  individual  could  be  a  tax  credit,  something  of 
that  nature.  We  think  that  is  an  area  that  the  Government  could^ 
move  in.  ^ 

Senator  Cochran.  I  wonder,  Ms.  Wetherbee,  have  you  had  any^ 
opportunity  to  assess  the  e£5cacy  of  expanding  the  programs  that 
you  have  started?  Are  these  so  new  that  you  really  haven't  had  a^ 
chance  to  look  at  the  effects  of  them  at  the  State  level? 

Ms.  Wetherbee.  The  managed  care  has  not  even  been  imple- 
mented yet  So  I  can't  give  you  any  e]q>erience  on  that 

The  home-  and  community-based  services  program  has  been 
going  for  several  years.  We  nc^  legislative  authorization  to  expand 
it  statewide. 

Senator  Cochran.  Well,  how  do  you  choose  the  individuals  who 
qualify  and  are  eligible  for  the  pilot  program  benefits?  Is  it  on  a 
regional  basis,  a  certain  county  or  town? 

Ms.  Wetherbee.  The  home-  and  community-based  services  pro- 
gram is  operating  in  four  sites  in  Mississippi,  and  admissions  to  it, 
if  you  will,  are  determined  by  the  Council  on  Aging,  with  whom  we 
are  working.  They  are  the  agency  that  actually  enrolls  these  indi- 
viduals. Our  only  criterion  is  that  they  be  Medicaid-eli^^le. 
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Senator  Cochran.  There  has  been  discussion  already  today 
about  some  of  the  reimbursement  issues,  the  providers  who  are  ei- 
ther not  eligible  for  reimbursement  under  current  rules  or  laws, 
the  disparity  between  the  level  of  reimbursement  that  is  available 
between  rural  areas  and  urban  areas. 

Mr.  Holland,  you  touched  on  the  fact  that  there  is  a  phased-in 
effort  to  equalize  those  reimbursements  for  providers  under  the 
I  1989  legislative  change  that  was  put  in  place, 
i     Let  me  ask  you  this:  There  is  some  suspicion  that  you  are  going 
to  just  reduce  the  reimbursement  available  to  urban  areas  and  not 
really  increase  the  rural  or  small-town  providers.  What  is  your  re- 
action to  that?  Is  that  what  you  are  up  to? 
I     Mr.  Holland.  Definitely  not.  Although  if  that  happens— no,  we 
i  are  not  doing  that.  But  it  will  be  a  5-year  phase-in  plan,  and  I 
!  doubt  very  much  if  that  would  happen  in  the  process.  Irs  supposed 
\  to  come  out  equal 

Now,  Mr.  Johnson's  statement,  which  I  was  listening  intently  to, 
was  rig^t  on  the  money  in  many  aspects  on  that  case  mix  discus- 
t  sion  that  he  had  We  brieflv  chatted  here.  It  is  a  problem.  Essen- 
tially with  the  case  mix  index,  we  are  raising  that  index  based  on 
i  difficult  cases,  such  as  neurosurgery,  heart,  this  type  of  thing.  And 
(  his  position  is  that,  by  this  action,  which  denies  him  from  being 
classified  a  rural  referral  center,  we  are  forcing  him  into  doing 
I  those  procedures.  And  his  comment  was,  ''Why  should  you  do  those 
i  procedures  when  they're  not  necessary?^  And  that  is  a  difficult  area 
)  to  deal  with.  That  is  the  case  mix  situation  that  we  have  been 
ij  struggling  with  for  a  number  of  years. 

,  Senator  Cochran.  Well,  I  don't  know  that  we  can  ever  have  a 
j  perfect  ^world  of  Federal  reimbursement  procedures  and  guidelines 
and  rules,  but  it  seems  to  me  that  the  small  towns  and  rural  areas 
3  are  eetdng  the  short  end  of  this.  We've  got  to  address  that  problem 
g  and  Keep  working  on  it 

^  Do  you  have  any  suggestions,  Mr.  Holland,  for  ways  that  we 
,,  might  consider  addressing  tliat  us  we  go  through  this  next  session 
)  of  Congress?  We  are  working  on  some  health  care  issues.  It  may 
veTy  well  be  that  we  will  get  a  vehicle  comine  through  Uie  Senate 
I  or  the  House  that  will  give  us  a  chance  to  make  some  changes.  Do 


]    Mr.  Holland.  Well,  of  course,  we  are  heavily  involved  in  physi- 
I  cian  pa3rment  reform.  But  I  think  on  that  all  the  legislation  is  in 
place,  and  we  are  quite  excited.  I  thi^  we  are  going  to  see  some 
good  results  from  it 
Senator  Cochran.  This  is  the  value  assessment? 
Mr.  Holland.  Right 
I    Senator  Cochran.  None  of  the  physicians  I  have  talked  to  like 
I  it,  thoui^. 

I    Mr.  Holland.  You  said  they  like  it  or  don't  like  it? 

Senator  CocHRAN.  I  said  none  of  them  likes  it,  none  that  I  have 
talked  to. 
Mr.  Holland.  The  AMA  likes  it 

Senator  Cochran.  Well,  some  of  them  don't  like  it,  the  ones  that 
b  are  going  to  end  up  getting  less. 

Mr.  Holland.  Your  primary  docs  will  like  it 
Senator  Cochran.  Don't  like  it? 
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Mr.  Holland.  No;  your  primanr  doctors  will  like  it.  I  tj 
frankly  it  will  help  out  a  lot  of  the  doctors  in  rural  areas. 

Senator  Cochran.  Urologists.  I  have  heard  from  some  urolog 
They  don't  like  it  at  all.  ' 

Mr.  Holland.  They  would  not  like  it  But  as  you  said,  the  w] 
field  is  complex,  and  we  just  have  a  difficult  time  leveling  ^ 
where  everyone  likes  the  process.  But  that  will  be  a  big  one. 

Senator  Cochran.  What  is  the  status  of  that?  Are  you 
through  a  process  of  implementing  some  regulations  or  guideml^ 
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Where  are  we? 

Mr.  Holland.  Insulations  are  cominE  out  The  next  big  one 
be  coming  out  in  about  2  weeks,  and  that  is  going  to  lay  out  .  . 
fee  schedules.  And  you  are  going  to  hear  a  great  deal  of  actrl  ^ 
across  the  country  when  the  actual  fees  ^et  out 

Ilien  after  that  we  have  to  move  in  with  our  contractors  andP^ 
up  the  systems,  tne  processes,  train  the  doctors,  and  go  live  Ja< 
ary  1.  Irs  the  biggest  change  in  Medicare  since  the  program  t: 
enacted,  and  if  s  a  big  one.  We  are  very  busy  on  that  It  is  got 
to  cause  a  lot  of  changes. 

The  other  thing  I  nave  heard,  and  this  is  a  problem,  is  howl  tve 
you  get  persons  to  help  other  persons  in  custodial  homes  or  otfe 
situations  where  we  don't  reimburse.  The  one  idea  I  have  heard  !  ^ 
pressed  is  a  bank,  where  a  volunteer,  or  a  series  of  volunteers  \:  toi 
togeUier  and,  say  that  one  person  sets  sick  and  comes  out  of  ti 
hospital,  another  person  that  is  wellgoes  over  and  spends  so  ma 
hours  with  that  person,  and  they  bank  the  time.  And  when  tl 
person  gets  sick,  they  draw  down  from  the  bank.  That  seems  to  ] 
working  well  as  a  pilot  in  some  regions.  In  that  way,  if  s  accom 
ability,  if  I  know  I  will  spend  20  hours  with  Mrs.  Jones,  I  will  p 
20  hours  in  the  bank,  and  if  I  get  sick,  a  well  person  that  is  al 
in  the  bank  would  assist  me.  T&t  seems  to  work  out  in  some  pi] 
areas 

But  you're  rig^t,  if  s  extremely  difficult  to  provide  that  custodi 
care  for  persons  without  going  after  Helen  Wethexbee's  mon^  boi 
Medicaid.  j 

Senator  Cochran.  There  is  one  area  I  don't  know  whether  the^ 
is  an  answer  to  that  we  can  come  up  with  today,  but  we  certain 
need  to  work  on  it  That  is  the  situation  where  you're  not  Medicai< 
eligible,  vour  income  is  at  a  certain  level  or  your  assets  are  a  ce^ 
tain  level  and  you're  just  not  eligible. 

Is  there  anything  at  the  State  level  that  we  are  considering 
try  to  deal  with  that  problem,  or  is  there  any  kind  6[  Govemmei 
action  that  you  see,  Ms.  Wetherbee,  that  is  available  to  us? 

Ms.  Wetherbee.  In  the  last  session,  there  was  some  initiative  i 
the  Senate  to  take  advantage  of  some  Federal  provisions  the 
would  have  permitted  the  Medicaid  program  to  puroiase  insurant 

Sremiums  for  working  &miUes  up  to  200  percent  of  poverty.  1 
idn't  succeed  this  year,  but  I  suspect  we  will  see  that  again,  lha 
is  a  real  problem,  but  I  think  now  primarily  these  people  are  beini' 
served  at  hospitals  sudi  as  Dr.  Johnson's  without  compensation,  o 
the^r  are  being  treated  at  the  Health  Department 

Senator  Cochran.  Mr.  Shakelford,  is  this  an  area  where  the  pri 
vate  sector  is  going  to  have  to  come  in  and  take  up  the  slack  anc 
do  a  better  job,  maybe,  of  selling  people  on  the  notion  of  buying  in 
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surance  to  help  protect  themselves  against  risks  of  this  kind?  Is 
there  any  answer  from  the  private  sector? 

Mr.  Shakelford.  We  don't  have  an  answer,  I  don't  think.  One 
of  our  problems  is  that  health  care  costs  esodate  so  fEist  that  our 
rates  have  difficulty  keeping  up  with  them.  Our  rates  are  too  hig^ 
for  the  public  to  buy  the  coverage,  in  many  cases.  And  it  sort  of 
feeds  on  itself.  As  long  as  we  have  this  escalation  in  health  care 
costs,  it  will  be  reflected  in  our  rates.  So  we  don't  have  any  pros- 
pect for  relief  in  that  area  except  in  the  area  of  trying  to  won^  witii 
physicians  through  programs  that  will  encourage  the  control  of  fees 
charged  and  this  sort  of  thing,  which  is  a  veiy  difficult  area  to  op- 
erate in. 

Senator  Cochran.  There  is  one  question  that  I  had,  and  that 
was  about  medigap  policies.  Some  of  these  very  aggressive  sales- 
men come  in,  and  I  am  not  talking  about  you  or  your  company,  but 
some  of  these  folks  are  pretty  aggressive  and  even  unscrupulous 
and  take  advantage  of  older  folks.  They  say  we're  going  to  sell  you 
something  vou've  got  to  have,  and  for  the  lau£;hingly  low  price  of 
a  few  hundred  doOars,  you  can  protect  yourself  from  this  gap  be- 
tween what  is  paid  for  by  the  Government  reimbursement  pro- 
grams and  what  isn't 

What  is  beine  done,  if  anything,  Mr.  Holland,  in  terms  of  trying 
to  identify  regulations  or  nues  that  would  protect  the  elderly  from 
being  duped  or  fleeced  by  some  of  these  unscrupulous  types? 

Mr.  Holland.  We  have  a  section  in  our  beneficiaries  services 
branch  that  deals  with  AARP  and  ot^er  coimcils,  senior  councils 
around  the  region.  And  they  do  a  lot  of  work  in  this  area.  The  other 
thing,  frankly,  when  we  get  these  calls,  we  hist  turn  them  right 
over  toihe  inspector  general  immediately.  I  think  they  do  more  in 
that  area  than  we  really  do  on  the  carriers. 

Mr.  Shakblford.  May  I  comment? 

Senator  Cochran.  Mr.  Shakelford. 

Mr.  ^AKELFORD.  There  is  some  Federal  legislation  whidi  seeks 


as  a  good  guy,  so  to  speak,  you  nave  to  meet  these  standards.  This 
is  enforced  by  the  varijous  State  commissioners  of  insurance.  I 
think  this  has  been  helpful. 

You  have  raised  a  very  ,go6d  point  There  are  a  lot  of  unscrupu- 
lous salesmen  in  this  country,  aiid  they  spend  a  lot  of  time  with 
the  elderly  who  may  be  easily  .conftised  about  health  insurance. 
They  encourage  duplication  of  coverage.  We  have  found  cases 
where  some  people  have  had  six  and  seven  medigap  endorsements, 
which  they  do  not  need  because  all  of  them  cover  essentially  the 
same  thing,  and  that  is  what  Medicare  does  not  cover.  So  a  lot  of 
pHBople  that  are  in  this  age  group  are  overinsured,  there's  no  ques- 
tion about  that,  and  we  think  that  that  is  a  very  bad  situation. 

Senator  Cochran.  The  point  that  I  think  some  of  you  have  made 
here  is  the  importance  of  preventive  steps  to  take  to  try  to  keep 
people  healthv.  This  is  the  emphasis  rig^t  now  of  Dr.  Louis  Sulli- 
van, who  is  Secretary  of  Health  and  Human  Services.  He  is  doing 
such  a  good  job,  I  think,  of  promoting  and  attracting  attention  to 
the  fact  that  one  way  to  avoid  tiie  expense  of  illness  is  to  stay  well 
and  watch  what  you  eat,  pay  attention  to  other  habits,  including 


to  standardize  the  medigap 


And  in  order  to  get  certified 
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smoking  and  other  things  that  can  be  very  damaging  to  individuHtod 
health. 

I  think  we  are  going  to  see  some  positive  results  firom  that.  Wm 
may  already  have  been  seeing  some  changes  in  terms  of  overal  " 
costs  that  individuals  are  having  to  eonfiront  w 

Are  there  any  programs  at  the  State  level,  I  was  curious,  to  earrti^ 
out  that  kind  A  effort?  I  know  vou  are  probably  not  responsible  for 
that.  But  do  you  know  of  anything  that  is  going  on  in  Mississippi'' 
that  we  can  In-ag  about  in  that  area?  f 

Ms.  Wetherbee.  I  think  there  is  a  migor  health  education  effort 
being  conducted  fay  the  Health  Department  in  several  areas,  com- 
plete with  public  notices  on  television  and  things  like  that. 

What  you're  siting  makes  perfect  sense,  and  I  agree  whole- 
heartedly. It  does  raise  the  question  to  what  extent  a  program  like 
Medicaid  diould  be  paying  for  nonmedical  services  which  wOl  ei- 
^er  have  some  preventive  benefit  to  avoid  health  care  costs  or 
which  would  offer  an  alternative  to  inpatient  hospitalization,  whidi 
is  certainly  truly  a  mediod  service. 

Mr.  Holland.  Hie  other  area  that  backs  into,  of  course,  would 
be  your  whole  maternal  and  child  health  effort,  which  is  basically 
prevention:  get  the  babies  in  soon,  take  care  of  the  pregnant  moth- 
ers postnatfd  and  the  rest  of  it,  whidi  Helen  is  very  heavily  in- 
volved in  along  with  Dr.  Cobb  in  the  State. 

Sraator  Cochran.  One  of  the  opportunities  I  had  during  the  last 
break  was  to  go  out  and  look  at  a  van,  a  mobile  unit  that  goes 
around  Uns  area  providing  child  care  assistance  and  services  from 
the  Aaron  Henry  Medical  Center.  It  also  brines  to  mind  the  foct 
that  we  do  have  a  lot  of  pec^le  who  are  in  the  hard-to-reach  areas. 
The  cost  of  transportation,  we  talked  about  that,  the  foct  that  that 
is  an  impediment,  a  barrier  that  somehow  needs  to  be  dealt  with 
more  effectively. 

We  have  covered  a  lot  of  jgpround  and  have  talked  about  a  lot  of 
different  thines,  and  I  realfy  am  grateful  to  all  of  you  for  being 
here  today  and  helping  to  make  us  think  about  these  thines. 

The  hearing  record  that  we  have  compiled  today  wiD  be  very 
helpful  to  our  Aging  Subcommittee  as  I  go  back  to  Washington  and 
report  to  the  chairman  that  we  had  this  hearing  and  some  of  the 
observations  that  we  have  heard  and  suggestions  for  changes  in 
Administration  policies  or  l^islation.  We  will  certainly  be  sure 
that  they  are  taken  into  account  fay  the  committee,  and  I  hope  that 
we  can  see  some  positive  results  from  that 

We  will  also  tnr  our  best  to  see  that  some  remedy  and  some  solu- 
tions are  found  for  the  individual  problems  and  special  cir- 
cumstances that  have  been  brou^t  to  my  attention  wUle  I  have 
been  here  todi^.   

I  also  want  to  recognize  the  fact  that  Kenneth  Williams  has  been 
here  today  throu^^out  this  hearing.  He  is  one  of  our  outstanding 
leaders  in  the  State  Legislature  and  has  been  for  many  years,  and 
is  a  close  personal  friend.  It^s  good  to  get  a  chance  to  see  him  here. 

I  also  want  to  thank  Chris  Bitsko,  who  is  here  from  Washington 
as  our  court  reporter,  and  who  has  made  sure  that  this  will  be  a 
legible  and  carefully  punctuated,  and  grammatically  correct  hear- 
ing record.  We  appreciate  his  assistance  veiy  much. 
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Again,  I  want  to  thank  all  the  members  of  my  stafT,  whom  I  in- 
troduced earlier,  for  their  assistance  in  arranging  the  hearing,  and 
to  thank  Mayor  Heniy  Espy  for  making  avauabie  the  dty  audito- 
rium and  greeting  us  as  he  did  when  we  began  the  hearing. 

If  anyone  has  anv  comments  or  statements  or  suggestions  or 
ideas  that  ounht  to  be  included  as  part  of  the  hearing  record,  feel 
free  to  send  that  to  me  in  writing.  We  would  be  glad  to  do  that 
You  can  just  mail  it  to  me:  Senator  Thad  Cochran.  U.S.  Senate. 
Washington,  DC.  I  will  get  it,  and  we  will  put  it  in  the  record,  and 
it  will  have  a  very  important  effect  on  our  deliberations. 

[The  appendix  follows:] 
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ACCESS  TO  HEALTH  CARE 
FOR  THE  ELDERLY  IN  MISSISSrPPI 

Presented  by 
Alton  B.  Cot3b.  M.O..  M.P>i 
State  Health  Officer 

Thank  you  for  pro>nding  me  with  this  opportunity  to  speak  to  yo^ 
to  health  care  for  the  ekJerty.  We  know  that  the  eteterty  represent  one  of  the  tetest 
growing  population  groups  in  our  country.  The  eWerly  also  utifize  health  services  at  a 
greater  rate  than  other  age  groups. 

People  can  expect  to  bve  longer  now  than  ever  before.  It  is  important,  however, 
that  these  years  be  as  active  and  independent  85  possible. 

To  address  the  increasingly  older  populalkxi  we  shouW  endeavor  to  prevent  aness 
as  much  as  possible,  keep  the  i  from  t>eooming  disabled,  and  help  the  dsabled  to 
preserve  function  and  prevent  further  dsatsiity.  We  see  more  and  more  evidence  that 
changing  certain  behaviors,  even  in  old  age.  can  improve  health  and  quaity  of  life. 
Cesatnn  of  cigarette  smoking,  good  nulrttoa  reducing  sodoim  intake,  increasing 
physical  activity,  and  tosing  weight,  for  example,  can  reduce  the  risk  of  dsease  and 
disat)i&ty  among  okjer  adults.^ 

The  elderty  also  need  regular  primary  health  care  services  to  preserve  good  health 
and  prevent  disat>ling  diseases  and  conditions.   Clinical  preventive  services  shoukj 

and  prostate  in  men),  immunization  against  pneumonia  and  influenza,  counseling  tc 
promote  healthy  behaviors,  and  therapies  to  help  manage  chronic  conditions  such 
arthritis,  osteoporosis,  and  incontinence.'  In  addition,  the  growing  problem  of  Alzheimer 
otsease  demsnds  farther  research  and  development  of  family  oriented  service  systems. 

The  State  Department  of  Health  provides  hypertension  and  diabetes  screening, 
and  assists  in  managing  these  oondttons  through  local  county  healtti  departments.  In 
fiscal  year  1990.  3.274  persons  were  provided  hypertension  maragemant  and  1.192 
received  dabetes  management  services  through  this  system.*  Addttonal  fundng  to 
health  departments  and  primary  care  centers  lor  hypertension  and  dBbetas  treatment 
would  tsB  an  effective  interventiorL 

The  Stale  Departmem  or  Health  also  provkjed  47.074  immunizalions  fa- inlk^^ 
to  persons  aged  65  and  okjer  during  the  1990-91  fkj  season  and  7.888  immunizations  for 
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pneumonia  during  calendar  year  1990.  Pneumococcal  disease  is  three  times  more 

prevalent  among  the  elderly  than  younger  people.  Pneumorsa  was  responsible  for  an 

average  48  days  of  restricted  activity  for  every  100  people  aged  65  and  older  in  1987. 

The  death  rate  for  influenza  is  34  to  104  times  higher  for  the  elderly  as  wefl.'  Targeted 

grant  support  through  the  Centers  for  Disease  Control  for  adutt  immunization  programs 

should  tse  a  high  pnonty. 

Altfnugh  the  rnajority  of  the  State's  younger  elderly  persons  are  relatively  hea^ 

general  health  and  mobttty  dedine  with  advancing  years.  About  25  percent  of  persons 

aged  85  or  older       elclefly^  are  uriable  to  perfomi  essential  activities  of  dai^ 

require  eitfensive  medical  and  social  support  in  the  home  or  require  nursing  home  care.' 

Few  elderly  persons  can  afford  extended  long  term  care.  The  fact  that  large  numbers  of 
our  elderly  are  poor  and  usually  live  in  isolated  rural  communities  9dds  to  the  txjrden  ol 

fraH  elderly. 

Home  health  services  play  an  important  role  in  provicfing  needed  health  care  for 
the  hometxxjnd  elderly,  but  the  care  is  provided  on  an  irvermittent  tsasis  and  is  limited 
to  rehabilitatfve  care.  The  State  Department  of  Health  provides  home  health  services 
statewide  through  26  regional  offices.  In  calerxSar  year  1990.  the  Department  provided 
over  375.000  visits  to  almost  3.000  homebound  elderly  individuals.  These  visits  represent 
an  increase  of  almost  58  percent  over  the  previous  year.* 

Home  care  fcr  rrtarry  chrcnic  conditicns  is  ineligible  fa-  Medicare  reimbursement. 
Finar>cing  'Of  custodial  care  is  unav^Oabfe- for  most  In  an  effort  to  address  these 
limrtations.  the  agency  is  operating  a  pilot  project  called  "Project  Home"  in  one  public 
t.asrJr.  diss-lcL  Tnis  projecs  provides  funds  to  purcnase  home  health  services  for  those 
wfK)  would  rxit  ottierwise  qualify.  Although  assistance  is  not  limited  to  the  elderly, 
approximately  63  percent  of  those  sen/ed  by  Project  Home  are  elderly. 

Gaps  in  home-based  services,  include  the  need  for  more  homemaker  services. 
Meals-orvAAftieels.  and  other  support  sennoes  which  would  supplemertt  services 
reirnbursed  urider  Medkare  and  Medicaid  and  enable  elderty  persons  to  continM 
in  their  own  homes.  Other  social  support  services  to  erable  older  persons  to  install 
ramps,  make  home  repairs,  receive  nuiritxxial  assistance,  and  so  forth  woukj  also  help 
the  elderly  maintain  indeperxjence. 

Social  isolation  is  both  a  risk  tactor  for  disease  and  a  measure  of  reduced 
functk)nal  independence.^  Sodai  suppon  networks  are  influential  in  fostering  the  health 
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and  independence  of  elderty  persons.  Depression  is  a  particular  problem  among  older 
adutts:  men  aged  65  through  74  have  the  highest  suicide  rate  in  the  United  States.* 
Corrvnunity  support  networks  not  only  provide  important  services  to  help  the  elderty 
remain  as  independerrt  as  possible,  they  also  represem  interventions  for  reducing  social 
isolation. 

ki  Rscal  Year  1990.  the  Ateissippi  Coundl  on  Aging  provided  over 4.800.000  units 
of  service  to  over  85.000  dents  throughout  the  state.  These  included  in^iome  services* 
to  9.210  dierts.  community  services^  to  66313  individuals,  and  congregate  and  home 
deivered  meals  to  19.848  persons.  Approodmaiely  3.000.000  meals  %vere  sensed  during 
this  time,  vvilh  1 .200.000 served  in  congregate  iites  and  1 .800.000 horne  deliver^ 
the  fiscal  year,  there  were  Z747  cSents  on  a  waiting  list  for  homemaker  services  and 
1.047  for  home  defivered  meals.* 

Societal  trerids  in  the  United  States  have  produced  smaller  lamity  units,  as  wel  as 
fewer  unemployed  famiy  members,  miking  the  option  of  home  care  by  the  famriy  of 
elderly  persons  less  available.  Financing  for  physician  care  and  medcatfon  is  becoming 
more  difficult  for  the  eklerly  as  Medicare  deductibles  and  coHnsurance  payments 
inaease. 


*  In-home  servioes  include  case  management,  bomemaken,  home  bealdi  aides, 
visitation  and  telephone  reassuiance,  residential  repair,  special  needs,  emergency 

response.  Medicaid  waix^rs.  sneJ  chore  maintenance. 


^  Communiiy  senoces  inchide  transportation,  outreach,  infonnation  and  referral,  respite 
care,  ombudsman,  senior  citizen  activities,  and  legal  and  senfor  discount 
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For  many,  nursing  home  care  is  necessary.  Medicaid  is  the  primary  payor  for  this 
expensive  care.  To  become  eligible  for  Medcaid  nursing  home  care,  one  must  "spend 
dovvn*  to  MedokJ  efigtbiiity  levels,  often  leaving  an  impoverished  elder^ 
Recent  federal  changes  in  this  "spend  down'  nie  have  provided  more  support  for  the 
spouse.  Because  it  is  so  expensive,  the  number  of  nursing  home  beds  for  which 
Medicaid  will  pay  is  very  limited,  making  access  even  more  dtfficutt.  Atthough  the  state 
legislature  has  added  authorization  for  several  hundred  additional  nursing  home  beds  m 
the  last  few  years,  planners  estimate  that  an  additional  570  beds  are  needed  at 
present 

Another  approach  to  addressing  social  isolation 's  special  congregate  housing  for 
the  elderly.  In  my  opinion,  we  need  to  use  this  increasingly  as  a  more  ecorxxnical  model 
than  irvhome  services  or  the  traditional  nursing  home. 

Providers  of  primary  health  care  are  critical  in  the  promotion  of  good  health  and 
functionai  indeperKlertce  of  the  eiderty-  In  addition  to  providtfig  appiopriate  dinical 
preventive  services  such  as  screening,  counseling,  and  immunizations,  they  can  monitor 
health  status  to  detect  early  signs  of  other  conditions  that  can  jeopardize  independence 
such  as  dememia  or  depressioa  Providers  can  help  supply  information  and  refen^  to 
available  services,  given  appropriate  training. 

We  n«ed  ncre  ff?rnt»y  oh\»s!osn£  v»r?h  trsiiirtc  tr  Geristriss  T**,er.?  tre  c-'^-  2 's  •. 
nu:-.c:2cpr.yso£.^o  ui  'j\c  \Jr£tL  ^"istis  *yio  are  vnn&c  in  9erja-:c  rr^oicme. 

in  addition,  geriatric  nurse  practitioners  could  provide  on-site  services  in  rujrsing 
homes  and  free  a  need  for  more  intensive  health  supennsion  both  in  such  fadiities  and 
a:  pnrmry  care  sites.  '    .  ' 

The  Geriatric  Education  Center  of  the  University  of  Mississippi  Medical  Center  has 
provided  professional  education  sennoes  for  the  past  five  years.  Center  staff  have,  over 
the  past  two  years,  certified  450  people  of  various  specialties,  primariy  nsses  and  social 
workers.  Additionally,  training  has  been  provided  to  1.500  to  2.000  individuals  in  courses 
sponsored  by  the  Center. 

The  Ceriter  is  cun^ntly  ei^andhg  its  scope  of  operatiorB  ty  providing  training  to 
the  faculties  of  eight  community  ooOeges  and  the  five  historicaly  black  coBeges.  Other 
recipients  of  training  are  representatives  of  the  Choctaw  Indon  tribe  and  the  U.S.  Naval 
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Home.  Training  focuses  on  developmem  of  servic*  and  actM^ 
the  cxynmunity  utiiiang  models  developed  in  Virginia  and  Cafifomia." 

We  must  examine  ways  to  provide  proper  heallh  care  services  for  the  elderly 
popuiatioa  New  Medicaid  options  vvtvch  allow  coverage  of  about  30.000  additional  i 
elderfy  persons  with  tnoornes  up  to  100  peroem  or  the  poverty  level  «vil  help.  Homeand 
oommunity-based  senrioes.  respite  care,  day  care,  and  supplemental  food  programs 
should  be  expanded  or  inilialBd.  The  elderly  deserve  to  receive  appropriate  health  eye 
services  which  not  only  wi  alow  them  to  erw  a  900d  quaity  of  We.  b« 
to  remain  at  home  as  long  as  possSste. 
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^t^f^  TO  HEALTH  CAI£  TM  THE  ELDBtLT 

"What  is  belas  dooe  to  address  barriers  to  access, 
nd  what  Bore  sboold  be  dose?* 


On  behalf  of  the  Hississippi  Department  of 'Mental  Health  and  the  State 
Board  of  Hental  Health.  I  would  like  to  express  our  appreciation  for  this 
opportaaity  to  provide  input  to  increasing  access  to  health  services  for 
elderly  persons.    I  will  briefly  suaBarizc  sane  of  the  efforts  to  address 
barriers  vbieh  we  have  been  involved  in  or  of  «<hich  we  are  aware:  however, 
■ost  of  ay  cooaents  will  focus  on  observations  and  reconendations  for 
improving  access  to  appropriate  services  for  elderly  persons. 

IBxat  is  beias  tee. 

aa<;kiroaT>d/qirytnt  Xn;;»a;|ves 

In  1982  and  1986.  interagency  task  forces  conprised  of  representatives 
froB  various  state  acatal  health,  health,  agint  and  ether  social  service 
agencies,  as  well  as  representatives  of  professional  organizations  and 
federal  agencies  esncerrted  with  the  service  needs  of  elderly  persons, 
-beatified  the  services  available  at  that  tiae  :c  elderly  eer.tally 
fcandL^apped  Kississippians;  iQCluding  persons  with  developaeatal 
disabilities  and  mental  illness.    The  task  forces  made  recoonendations  for 
further  planning  and  coordination  of  service  delivery  to  the  overall 
population  of  elderly  mentally  disabled, persons  in  the  areas  of 
alternative  living  arrangements .  day  services,  support  servijces.  training 
needs  and  funding.    Soatf.'major  issues  the  task  forces  supported  included 
the  need  for  core  detailed  •assesseer.t  by  ser.tal  health  region  or  ccuaty  to 
more  accurately  define  possible  gaps  ir.  services  and  the  seed  for 
increased  cross-training  of  service ^providers  (in  both  the  fields  of 
mental  health  and  aging)  in  such  areas  as  norsal  aging,  the  mental  healt.". 
needs  of  elderly  persons,  and  medication' use  and  misuse  fServiees  for 
l\4fV\^  M^tallT  Handicapped  J<ississii»iani.  A  Coordinated  Plan.  June  1. 
1986).      Since  that  time,  efforts  to  increase  cross -training  of  service 
providers  across  the  aging,  health  and  mental  bealcb/develepmental 
disabilities  fields  have  continued.    Some  specialised  programs  for  elderly 
persons  with  mental  retardation,  such  as  a  Pre-2etir«Mat  Program  and 
tetirament  Croup  Hoioes  operated  by  the  Boswell  letardatien  Center  and  the 
Hudspeth  Retardation  Center  have  also  developed:  sad.  some  efforts  are 
being  made  to  access  senior  services  where  they  exist  and  are  appropriate 
for  elderly  persons  with  mental  retardation.     Ibe  Department  of  Hental 
Health  has  also  worked  with  other  state  agencies  on  the  OBRA  Interagency 
Committee  to  develop  and  implement  screening,  evaluation  and  treatment 
requirements  contained  in  the  Qmibus  Budget  Becoaciliation  Act  of  1987 
«ad  subsequent  federal  legislation  pertaining  to  nursing  home  services. 
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In  further  efforts  to  identify  *nd  *ddres$  the  specialised  eentel  health 
needs  of  elderly  persons  in  Mississippi,  the  Elderly  T*sk  Force.  *n 
interegency  coanittee.  was  established  in  1989  by  the  Department  of  Mental 
Health  throagh  the  Mississippi  State  Mental  Health  Planning  Council. 
Building  on  aarlier  planning  efforts  in  1985  and  1986.  the  Elderly  Task 
Force  identified  as  the  najor  issue  it  would  address  the  need  to 
facilitate  linkages  aaong  existing  services  for  elderly  persons  and  aental 
health  services  at  the  local  level.    The  Task  Force  is  seeking  first  to 
vhere  possible  work  to  eliminate  institutional  barriers  across  agencies 
serving  elderly  persons  to  improve  service  access  and  coordination.  The 
group  also  hopes  to  work  to  expand  cross -training  and   si^port  linkages 
with  academic  institutions,  such  as  the  local  training  network  being  built 
through  the  Geriatric  Education  Program  at  the  Qoiversity  of  Mississippi. 

Support  was  eaepressed  by  state  representatives  of  key  provider 
agencies /entities  for  an  initiative  to  facilitate  eonnaication  among  key 
providers  of  services  to  elderly  persons,  including  individeals  with 
mental  disabilities  at  the  local  level:  for  incz«asiag  amarmess  across 
providers  of  available  services:  and.  for  assisting  providers  in 
developing  more  effective  service  linkage  or  coordination  at  the  local 
level.    The  initial  step  in  the  initiative  will  be  a  sories  of  10  regional 
meetings,  hosted  by  regional  conmity  mental  health/mntal  retardation 
centers,  among  the  key  service  providers  in  local  commBCities  to  address 
these  objectives. 


ybMX.  mere  should  be  dome. 


IiriMi  iidations/Ajp— «  ^leed 

1)    Coordination  of  existing  services  should  continoe  and  be  supported  at 
the  federal  level  by  coordination  of  resources  and  regulations  across 
federal  agencies  adxcinis taring  various  programs  for  elderly  persons. 
Clear  identification  of  the  agencies  (federal  and  state)  responsible 
for  implementation  and  funding  of  services  would  facilitate  efforts  in 
state  and  local  service  coordination. 

2)  Access  to  existing  senior  services  by  elderly  persons  with  mental 
disabilities,  tihen  appropriate,  should  be  continued  and  expanded. 

3)  Elimination  of  institutional  boundaries  to  treatment  should  be  a  goal 
of  agencies  serving  elderly  persons,  beginning  at  the  federal  level. 
For  exasple.  mental  health  services  should  be  provided  in  nursing 
hones  if  necessary  and  off-site  when  possible  and  most  appropriate  uo 
meet  individuals'  needs. 

A)    Services  should  target  those  persons  most  at-risk  sad  isolated  with 
aggressive  outreach.    Programs  should  be  designed  to  avoid  the 
tendency  to  serve  those  who  are  easiest  to  reach.     Often  those 

persons  vho  £.re  most  isolated  are  also  the  most  in  need  and  are  l«ss 

w:  :.i:  ;r  ihtr  for  servict.- .    £u:  y..rv;  services  suci  as  case  oar.age.iier.t 
and  transportation  are  vital  in  reaching  such  persons  in  need. 

S>    Provision  of  services  based  en  level  of  functioning  and  available 

formal  and  informal  (families,  friends,  etc.)  support  systems,  rather 
than  solely  on  diagnosis,  should  be  facilitatod. 

6)  Services  for  olderly  persons  should  include  stzong  sidieal,  social  and 
psychological  components  to  moot  the  total  moods  of  individeals  and 
their  familios. 

7)  Strategies  to  be  more  supportive  of  familios  and  caregivers  should  be 
developed,  sncfa  as  ineroasing  the  avniUbili^  of  odmeation  and 
•Import  groups  for  familios /caregivors. 

8)  Cross-training  of  service  providers  in  the  agiat*  health,  mental 
health,  and  other  social  service  fields  sboold  ^^r"!—  to  be 
ca^anded.  including  linkages  with  academic  iastitntions  to  develop 
speciaUsed  training  programs.    Development  of  specialised  training 
initiatives  in  mental  health,  mental  retardation  and  aging,  through 
mechanisms  waeh  as  studont  sUpends.  traiaiag  grasts.  etc..  would  help 
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Address  the  need  for  professionals  with  adequate  skills  to  assess  and 
address  the  service  needs  of  elderly  piersoas  and  their  faailies. 
Professional  in  fields  such  as  psychiatry,  psyeholofy.  social  work  and 
nursing  msr  be  acre  aware  of  the  special  needs  sad  probleas  of 
elderly  persons. 

9)    Day  services  for  persons  with  serious  aeatal  illness,  aental 
retardation,  and  deaentias  should  be  developed. 

10)  Resources  for  providing  appropriate  and  accessary  support  services  for 
elderly  individuals  with  aental  illness  or  aeatal  retardation  in 
public  bousing    should  be  available. 

11)  Future  public  education  efforts  should  include  basic  facts  about 
aging,  possible  service  needs  and  ways  to  access  services.  Education 
about  aging  night  be  included  in  health  curricaU  taught  at  both  the 
high  school  and  college  level. 


Respectfully  Subaitted. 

Albert  R.  Headrix.  Ph.D. 
Executive  Director 

.^.ississippi  Department  of  Mental  Health 


ISSUES  AMD  PROBLEMS  0?  KURIL  HEALTH  CARE 

by 

L.  C.  OOftSEY,  D.S.W.,  L.C.S.V. 


?gPOqgaP>ltC  Profile 

Based  on  1980  census  for  Mississippi,  11. S  percent  or 
289,000  citizens  were  65  o:  older.     Approxiaately  9<,100  cr 
?2\-o£  this  group  are  Afr'ioaj)  2.aerLcan  (U.S>  Census,  ISSC;. 

Host  o£  Mississippi's  population  lived  in  rural  areas  or 
snail  tovns  in  1980.    Minority  elderly  and  elderly  fenales 
who  lived  in  rural  areas  have  the  lowest  ioceaes  of  all 
Kississippians.    Over  i^Eifty-one  percent  (51. 4\)  of  African 
Aaerican  elderly  live  in  poverty  in  ear  state  compared  to 
25.7  percent  of  white  elderly  with  poverty-level  incoaes. 
The  aedian  incoae  for  elderly  white  aen  was  $5,213  coapared 
to  $2,926  for  African  Aaerican  aen.    The  aedian  iocoae  for 
white  voaens  65  and  older,  was  .$2,99*8  coapared  to  $2,438  for 
African  Aaerican  voaen  65  and  older  .(U.S.  Census,  1980)1 

MfiAlltL  status 

The  rural  elderly  are  aore  likely  than  nrbaa  elderly 
residents  to  be  afflicted  with  chronic  illness;  41  percent 
coapared  to  36  percent  (Health  Care  in  Rural  America,  1990). 

Health  care  utilization  rates  for  the  rural  elderly  is 
less  frequent  than  the  urban  elderly  in  nearly  all  categories 
(Health  Care  in  Rural  America,  1990).    The  evidence  suggest 
that  the  rural  elderly  are  not  often  disabled  by  chronic  and 
acute  disease,  but  fever  visits  to  physicians  are  not 
coapletely  explained  by  the  aore  favorable  health  status  of 
the  rural  elderly  in  coaparison  vith  the  urban  elderly.  The 
explanation  is  related  to  econoaics  and  physical  difficulties 
experienced  by  the  rural  elderly  in  gaining  access  to  the 
health  care  systea  (Health  Care  Zn  Rural  America,  1990). 
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The  rural  elderly  is  sore  frequently  hospitalized  for 
shorter  stays  and  for  so  called  **hi9h  variation"  conditions; 
cases  vhere  physicians  differ  in  opinions  regarding  the 
appropriateness  of  hospitalization,  and  includes  pneumonia, 
gastzoenteritis,  angiaa,  and  bronchitis  (Health  Care  In  Rural 
AMZica,  1990). 

Access  to  Health  Care 

For  the  rural  elderly  in  Mississippi,  there  are  tvo 
■ajor  and  several  ainor  barriers  to  health  care.     The  aajor 
barriers  are  econoaics  (money  or  health  insurance  to  pay  for 
health  care)  and  transportation  to  and  froa  the  health  care 
provider.    Minor  barriers  includes  health  care  seeking 
behavior  values,  reliance  on  traditional  healing  systeas  and 
inadequate  education  about  health  aaiatenance,  disease 
prevention  and  wellness. 

Roral  Aaerica  and  the  razal  elderly  is  characterized 
(and  perhaps  roaanticized)  as  proud,  independent  and  highly 
individualistic  people.    These  traits  often  carry  over  into 
health  care  seeking  behavior,  and  aay  prevent  seeking  health 
care  if  the  perception  of  charity  is  attached.  Consequently, 
rural  faailies  aay  not  seek  health  care  if  there. is  no  aoney 
to  pay  for  it.    This  is  especially  true  of  aany  older  rural 
citizens  vho  often  fail  to  seek  health  care  because  they  have 
no  aeaas  of  payment.    Because  their  value  system  is  centered 
around  payment  of  their  obligations  (and  being  true  to  their 
word)  they  are  aore  careful  about  making  debts. 

Over  690,000  people  or  26  percent  of  the  state's 
population  aze  uninsured  vith  no  protection  against  the  high 
cost  of  becoming  ill.    Only  54  percent  of  those  eligible  for 
medicaid,  including  many  elderly  citizens,  are  actually 
enrolled  in  the  proqram.   (Report  of  the  Governor's  Select 
Committee  on  Indigent  Health  Care,  January,  1969). 

Additionally,  there  are  thousands  of  people  vho  are 
eligible  for  medicare,  vho  fear  that  they  vill  lose  their 
hoaes  or  life  savings  if  they  becose  ill  cr  "fve  ^r.  be 


Access  to  health  care  providers  £or  elderly  rural 
Hississippiaas  is  often  a  major  problem.    The  formula  for 
adequate  pliysiciaa  patient  ratio  in  Missisaippi  is:  one 
primary  care  physician  to  2,000  population.    The  1988  ratio 
of  primary  care  physicians  to  population  is  1:1,684,  hovever, 
iXJL  percent  al  til  PriMgy  Ca££.  Phvsieians  Uv£.  ud.  practice 

ia  fiiaj^  cgnatUg  ithlsn  vnctyde  ihs.  «tate's  uggci  urban 

centers .     (Report  of  the  Governor's  Select  Coaaittee  on 
Indigent  Health  Care,  January  11,  1989).    The  most  popular 
formula  for  determining  adequate  health  manpower  in  an  area 
is  to  count  the  number  of  primary  physicians.    Often  this 
formula  does  not  include  the  problems  of  physicians  vho 
prefer  not  to  treat  medicaid  patients,  patient  transportation 
child  care  or  patient  preference  in  selecting  a  provider. 
Some  physicians  are  perceived  not  to  be  courteous  or  to  be 
cacist  to  poor  or  non-vhite  patients.    Often  patients  vill 
delay  seeking  care  if  this  perception  exists  vith  the  only 
provider  in  their  immediate  sorroaadiaqs. 

Maay  of  the  roral  elderly  are  aoa-drivers  and  are 
dependent  on  public  transportation  and  aeiqhbors  for  rides  to 
the  doctor;  often  paying  from  910.00  -  $40.00  per  trip. 
Since  both  sources  of  transportation  may  not  be  efficient  or 
affordable,  transportation  is  a  factor  in  hov  frequently 
health  care  is  sought.     In  the  meantime,  many  rural  elderly 
Hississippians  have  adopted  a  system  of  self-care  to 
compensate  for  the  lack  of  money  for  health  care  and/or 
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insurance.     kn  alternative  health  care  systea  utilizing  over- 
the-counter  (OTC)  ■edicines  and  products,  herbal  products, 
and  spiritual  exercises  coaprise  the  hoae  resedies  which  is 
the  major  health  care  of  soae  rural  faailies  (Charles 
Chaapioa,  Phara.D.,   interview,  1988) 

In  a  1983  study  by  the  Rural  Health  Research  Prograa  of 
the  University  of  Mississippi,  researchers  found  that  39.74 
percent  of  rural  Miss iss ippians  believed  home  reaedies  vere 
•ore  effective  than  seeing  physicians  (If«1724).  Eighty 
percent  of  Blacks  surveyed  (M-997)  and  19  percent  of  whites 
(M«727)  believed  in  the  aedical  superiority  of  home  reaedies 
over  physicians.     Perhaps,  predictably,  those  included  in  the 
saaple  vho  vere  less  well  educated,  vere  acre  inclined  to 
believe  that  hoae  reaedies  vere  aore  effective  than 
physicians.    On  the  other  hand,  disabled  participants  in  the 
sample  (M'222}  strongly  disagreed  vith  the  statement  that 
hoae  reaedies  vere  better  than  physicians.  (Baseline). 

There  was  significant  correlation  betveen  arthritics  and 
sufferers  of  heart  disease  and  participants  vho  believed  that 
hoae  reaedies  vere  better  than  treataent  by  physicians. 
Tests  for  correlation  betveen  diabetic  participants  and 
participants  vho  favored  hoae  reaedies  vere  insignificant; 
however,  the  aost  telling  statistic  in  the  survey  vas  the 
association  of  part ic ipa.-.ts  vho  had  difficulty  oetting  to  a 
doctor  vith  the  stateaent  that  hoae  reaedies  are  better. 
JLlaost  40  percent  (or  647)  of  the  participants  vho  had 
difficulty  getting  to  a  doctor  believed  hoae  reaedies  vere 
better  {N=1647).     (Baseline  population  Survey,  Dennis  Frate, 
Rural  Health  Research  Program,  University  of  Mississippi, 
1983). 

Qvereoaino  ^  Barriers  12  Health  Qa1£.  ISl,  Zllfi.  EltiCllV 

The  elderly  are  a  special  population  vho  has  paid  its 
dues  in  the  Mississippi  vorlcplace;  vhether  on  plantations,  in 
department  stores,  classrooas,  or  as  doaestics  or  factory 
vortcers.     They  have  paid  taxes  and  supported  progress  for  the 
ne^t  generation.     Many  saved  aoney  for  their  retireaent; 
never  expecting  the  cost  of  illness  to  be  as  expensive  as  it 
is  today.    Ve  ove  it  to  this  generation  to  find  a  vay  to  aeet 
their  health  care  needs  that  is  efficient,  cost  effective  and 
.^usane  . 

Preventive  health  cafe  offered  at  coaaunity  health 
centers*  at  prices  based  dn  family  size  and  income  is  the 
best  investment    of  the  tax  dollars  in  coamonity  health  care 
in  the  past  25  years.    It  this  point,  the  state  does  not  fund 
community  health  centers,  bat  5-10  percent  aatching  grants 
frop'  the  state  earaar^ed  for  special  risk  populations  such  as 
-.-.e  elderly  cr  the  frail  eicerly  cculd  expand  the  scope  of 
community  health  centers'  services  to  the  rural  elderly 
through  outreach  services  and  Increased  visits  to  the 
centers.  .  . 

*  •  • 

Ci2fijL2£.  Prevgntign.  Health.  PigHotign  uil  Eoblifi.  Avaggncgg 

Rozal  Mississippians -receive  less  direct  information 
about  disease  prevention  and  health  promotion  than  residents 
of  cities.    Health  educators  often  are  not  any  more  available 
than  doctors  to  rural  residents.    The  evidence  of  the  need 
for  patient  education  should  be  evident  when  compared  to  the 
literacy  rate.     Often  detailed  vritten  iastroctioas  are  given 
to  the  patient  vith  the  prescription  and  a  one  minute  oral 
presentation  of  the  instructions  for  use.    Doctors  at  Delta 
Health  Center  report  incidents  of  having  patients  return  to 
the  clinic  for  a  follow-up  visit  only  to  learn  that  the 
medication  has  not  been  talcen  because  of  the  failure  to 
understand  both  the  vritten  or  oral  instructions.  One 


*  Note:  Coaprehensive  medical,  dental,  services  located  in 
one  location. 
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example;  vhich  addresses  tvo  issues  in  rucal  Mississippi; 
literacy  and  econoaics,  is  deaonstrated  in  this  account  by  a 
former  physician  who  sav  a  patient  on  a  return  visit  vho  had 
not  taken  any  of  one  medication  that  he  prescribed.  When  he 
asked  the  patient  vhy  he  hadn't  taken  the  pills  vhich  he  had 
prescribed  to  be  taken  with  orange  juice,  the  elderly  patient 
patiently  explained  that  he  hadn't  taken  them  because  he  had 
not  had  any  orange  juice. 

Community  health  centers  can  o£fer  quality  health  care 
and  health  education  to  elderly  coral  Hississippians.  The 
cut  back  in  funding  over  the  past  £ev  years,  has 
significantly  curtailed  disease  prevention  and  health 
promotion  activities  including  health  eomselocs  and  other 
outreach  workers.    Coupled  vith  an  iaproved  public 
transportation  system,  each  center  has  adequate  space  to  meet 
a  significant  percentage  of  the  health  and  health  education 
needs  of  their  service  areas  and  beyond.    Bovever,  the 
eaphasis  on  limiting  funding  to  £ee -generating  services 
limits  the  amount  of  preventive  health  care  education 
capacity  of  most  centers.    The  benefits  of  educating  a 
patient  population  is  supported  toy  the  success  rate  of  the 
anti-smoking  campaign  and  other  highly  publicized  disease 
targeted  campaigns  (i.e.,  high  blood  pressure  detection).  1 
more  informed  elderly  population  is  also  less  susceptible  to 
fear  of  seeking  health  care  and  the  expected  indebtedness,  as 
veil  as  the  health  consequences  of  delaying  seeking  health 
care  services  from  physicians  and  other  health  care 
professionals . 

Conclns  ion 

1  nation  vith  the  capability  to  conquer  space  and  tread 
on  the  moon's  surface  has  the  potential  of  removing  the  fear 
of  becoming  ill  from  all  of  it*s  citizens.    The  "kinder  and 
gentler  nation"  that  the  President  has  called  for,  should 
include  access  to  adeqxsate,  affordable  health  care  for  all 
Americans  including  Mississippi's  rural  elderly  citizens. 


ACCESS  TO  HSALTH  CARE  FOR  TKS  ELDERLY 
COMMENTS  PREPARED  TOr. 


SUBCOHMXTTEE  014  AGING 
CIARK8DALS,  MISSISSIPPI 
MAT  1,  1991 

IMTROOUCnOM 

Good  Morning  Mr.  Chairaan: 

My  name  is  Robert  C.  Jackson,  I  an  the  Director  of  the  Public 
Health  service.  Division  of  Cosmuolty  Health  Services  representing 
the  Regional  Health  Adslnistrator,  Public  Health  service  (?HS) 
Regional  office  in  Atlanta.  It  is  my  latent  to  describe  the  current 
operations  of  the  comunity  Health  canters  (section  330  of  the 
Public  Health  service  Act)  and  the  Matloaal  Health  Service  Corps  in 
the  state  of  Mississippi.  Given  the  broad  arrsy  of  PES  prograas 
administered  through  grants  or  cooperative  agreaBants  in  the  state, 
these  programs,  plus  one  spaeial  deaonstratlon  project,  represent 
the  efforts  aost  directly  relevant  to  health  care  access  probleas 
•xperienced  by  elderly  eitisens  In  this  state. 

1.     Registered  Patients  in  COMronity  Health  Canter  Practices 

During  C?  1990,  there  were  16,269  registered  patients  agad  65  and 
over  in  Conunity  Health  Centers  CCKC)  in  Mississippi.  They 
represent  10.9  percent  of  all  patients  in  these  priaary  care 
practices.  Nearly  twice  as  aany  individuals  received  care  in  rural 
sites  as  in  urban  locations  (Table  I). 
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TABLS  I 

Health  Center  Patieots  in  Mlsiissippl 
Total  Ufiers  and  Elderly  users 
CY  1990 


Total  users  A9ed  %  of 

Users  65  k  Over  Usars  6Sf 

Urban  64,285  .  5,554  8.6% 

Rural  84,471  10,715  12.6% 

totals  148,756  16,269  10.9% 

Examination  of  the  aanageaent  inforaation  reports  fron  Mississippi 
coaaunity  Health  Centers  reveals  a  considerable  range  aaong  the 
cncs  regarding  the  nuabers  and  percentages  of  elderly  citizens 
being  served.     In  one  rural  site,   29.3  percent  of  patients  are 
elderly;  in  one  of  the  urban  sites,  only  3.3  percent  ara  aged  65  or 
over.    But,  as  Table  z  suggests,  utilization  of  CHC  services  by 
the   elderly  is  overall  auch  higher  in  rural  areas.      For  the 
najority  o£  CHCs,  elderly  patients  represent  7.5  to  15  percent  of 
registrants . 

With  regard  to  trends.  Table  II  graphically  Illustrates  that  CKC 
use  by  elderly  citizens  is  increasing  in  a  draaatic  fashion. 

TABLS  II 

Patients  Aged  65  and  Over 
In  Hissisflippi  CHCs 
CY  1987  -  CY  1990 

%  Increase 

1987  1990  1987-1990 

10,800  16,300  51% 

11.    P-caources  to  Support  Priaary  Care  and  Belated  Services 

tor  Elderly  Citizens 

The  allocation  of  Section  .330  dcllars  for  support  of  GiCs  ir. 
Mississippi  will  be  $l8,79i;i'S5  by  the  end  of  Fiscal  Year  1991. 
This  repriisents  a  11  percent  increase  since  1986.  Since  the  Health 
Centers  receive  only  about  64  percent  of  their  total  operating 
costs  froa  grant  funds,  the  level  of  other  relaburseaents , 
especially  Medicare  and  Medicaid,  becoaes  central  to  any  discussion 
of  resources. 

•*  Table  III 


Mississippi  Health  Center  Revenues 
By  Soxirce,  CY.1990  and  percent 
•Change  Since  1986 

%Change 

•  Source  1990  ^ince  1986 

Medicaid  4,325,599  269% 

Medicare  1,572,192  43% 


In  addition  to  fiscal  resources,  the  grotith  of  priaary  care 
services  in  Health  Centers  has  been  highly  dependent  on  the 
availability  of  obligated  health  care  providers  froa  the  National 
Health  service  Corps  scholarship  prograa,  and  aore  recently,  the 
availability  of  participants  in  the  Loan  Bepayaent  Prograa. 
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As  of  April,  1991,  there  are  99  Nation  Health  Service  Corps 
clinical  providers  worXlng  In  settings  throughout  the  state  of 
Mississippi  who  provide  primary  care  and  related  services. 


TABLE  ZV 

NHSC/CHC  Providers  in 
Mississippi,  April  1991 

MHSC-Related*  39  Physicians 

Hired  by  CHCs  45  Physicians 

15  Mid'l«v«i6 

Total  99 


^Federal  Obligated  -  2 
Federal  no&'*obllgated  -  2 
Private  Practice  ASfilgiuieot  -  30 
Private  Practice  option     -  3 
Private  Practice  salaried  -  2 

Since  July  1990,  eleven  NKSC  providers  have  been  aatched  or 
obligated  to  Hlssissippi  altes.  An  additional  four  Batches  are 
pending  at  this  aoaent.  To  aalntain  the  current  level  of  services « 
the  goals  for  provider  placeaent  for  1991  are: 

SLOTS 

Health  Professional  opportunity  List  10 
(Obligated  scholars) 

Loan  Repayaent  13 

(Volunteers ) 

Given  that  the  preponderance  of  successful  recruitaent  occurs 
between  Nay  and  Septeaber,  we  ere  confident  that  the  23  vacancies 
will  be  reduced. 

Before  leaving  this  overview  of  resources  for  services  to  the 
elderly.  Z  wlsb  to  briSQ  tQ  VQUr  attention  the  PHS  grant  to  the 
Mississippi  Departaent  of  Public  Health  for  Health  Care  Services  in 
the  Roae.  The  prograa,  which  Is  one  of  only  five  in  the  country, 
is  new  operational  In  Publio  Health  District  ZV.  The  purpose  of 
the  progras  is  to  deacnstrete  ways  to  avoi4  unnececsery 
hc«?lt&lization  ci  perrcns  v.t.c  Cfe::  b*  cire-   -'cr  -.~  r.'--; 

ZZZ.  Future  Plans 

Within  the  next  few  weelcs,  the  Federal  Register  will  announce  the 
availability  of  Fiscal  1991  f\mds  for  New  Start  and  Expansion 
activity  by  connunlty  Health  centers.  While  the  applicants  cuet 
cDBpete  nationally  for  the  available  doilfers,  there  are  two 
coaaunities  in  Mississippi  identified  by  the  Public  Health  Service 
as  representing  unusual  need  and  opportunity. 

For  several  years,  the  Bureau  of  Health  Care  Deliver  and  Assistance 
(BBOIA)  has  funded  a  priaary  care  cooperative  Agreeaent  to  the 
Mississippi  Departaent  of  Public  Health.  Zapleaented  through  a 
three-party  Meaorandaa  of  Agreeaent,  the  State  Departaent  of  Public 
Health,  the  Mississippi  Priaary  Care  Association  and  BHCDA  have 
worked  to  increase  resources  for  priaary  care  and  to  strengthen 
cooperation  aaong  providers  of  personal  health  services, 
particularly  priaary  care.  In  Fiscal  Tear  1992,  one  of  the 
Objectives  of  the  Cooperative  Agreeaent  trill  be  county-leval  needs 
asses saent  and  planning  to  Identify  the  areas  of  greatest  need  for 
priaary  care. 

?S^***  ^  ^'^^  ^®  aention  is  the  long-standing  relationship 
between  the  Bureau  of  Health  care  Delivery  and  Assistance  and  the 
Adalnistratlon  on  Aging,  Five  years  ago,  we  began  state-based 
efforts  to  increase  cooperative  activities  between  CHCs  and  Area 
Agencxes  on  Aging,  Earlier  in  April.  1991,  the  Region  ZV  office  of 
uhe  Publxc  Health  service  co-sponsored  with  the  Adalnistratlon  on 
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Aging,  a  Regional  conference  cn  h«alth  proaotlon  services  for  older 
citizens.  The  program  represented  a  survey  o£  current  approaches 
to  disability  prevention  and  health  aaintenance.  Our  next  step 
«ill  be  eneourageaent  that  these  innovations  in  services  be  made 
aore  tridaly  available,  particularly  to  the  rural  ainority  elderly. 
Also,  givan  that  utilization  of  CHC  services  by  elderly  people  is 
growing,  we  wish  to  reinforce  this  trend  by  returning  to  the  Area 
Agencies  on  Aging  to  review  service  coordination.  In  rural  areas, 
particularly,  we  will  be  looking  at  transportation. 

TbanK  you  for  the  opportunity  to  coaaent. 


z  JM  sRosr  c.  mmjL,  m.d.,  a  frtsioan  FRAcncnc  mrgenct  meisiczme  here  is 

GQMOA  OJJtm.    I  AFFREOAXE;  this  GPFGBTJNm  TO  EXPRESS  SCX£  GF  MI  VIEHS,  AS  ICJL  AS 
IS  VIBS  GF  QRGANIZEZ)  )£DICIKE,  GN  TK£  QJESTIX  WRT  ARE  TBE  BARRIERS  ID  ID 
ISS  BEALIH  ARE  SYSIQC  FOR  KISSISSI?PI'S  ELZERLT  AN)  WOa  CAN  BE  OCNE  ID  AEDRESS 
ISESE  FRDBLESS. 

I  BEZJEVE  AIL  MISSISSIPPIMS  SHDCLD  BWE  ACCESS  TO  QQALm  HEALTH  ORE  XT  A 
REASGNASLE  COSTS.    UMPGRIUmm^,  KISSZSSIFPI  HAS  A  DISWGKKriGNA3E  SHARE  GF  POOR, 
XSSmm>  AMD  ELCEHLY  PSOPIE.    NATZOCiLLY  13%  OP  RQRAL  KPSTTPWS  ARE  EICBCLY,  AS 
CZHPARED  70  9  %  FDR  GRBAN  ARES.    IM  1989  TBE  XKHSD  SOOSS  CEZBOS  BOREAD  ESTSAS 
THAT  ISEStE  VEC:  320,000  OJER  TSZ        OF  6S.    GF  IBOSE,  AZ2.  GDALIFr  7GR  MEDICARE  AIO 
57,395  ARE  ELIGIEIZ  FDR  MEDICAID.    IS  1990,  58  GF  MISSISSIPPI'S  82  OWnia*  fS^ 

DssiGcs  IK  'iszzz  OR  p;^  AS  HE?".::-:  ssorisz  are%s.  fhysioasb  are 

-•v;  t.  ttj-zti-^I:  r^-.:.  r^-^:^^^  '"^i;  a?  a;:  aiaj^ojg 

RA3E  due:  TD  LCM  RSSfiCRSEMEKT  FGR ISAIS:  ORE  PBDVIIOS  TSBOOX.  ISDIORE  AIS>  l£DI=LZ;. 
I    OE  RCBLaC  le  FAa  ARE  MZRIAD,  BOGVESL  SGLDZICXS  TO  MZSSISSZiei'S  BEAUfi  OtlSIS  DO 
EnST.    FGBLIC  AtO  FRIVA3E  ENIiTlES  MOST  fGRKTOCZZBER  TO  lEQBDDP  GRSKIZVE 

KuSIdAKS  AND  HDSFmLS  IKROOGH  iSDICcS  KS>  tSDIQlIB,  WtMWL  BOSiTIVES  FGR  iZEI^ 

ORE  K^CFESSICNALS  TO  SERVE  IS-Z  RDRAL.-paULAlZGK  MD  MAIHIAIN  TSE  QJtOJZ'i  C 
ESSanZAL  SAL3S1  OkRE  SEPVICES. 
I  ler  ARE  RURAL  BOSPHALS  CIDSIIC?    fd  ARE  IBSSZCZAMS  AID  OBt  BUS  ORE 

"    SERSCM^  SO  DIFFICDLT  TO  RECRDIT  AMD  RSOVIK  IH  ISSE  AREAS?   SB  GQfflfiC  AlStOS  ZD 
I   TBES  QQESZZCNS  OJiER  A  HIIE:  RAMSE  GF  SOCIAL,  axaCRAL,  ZBaSUOIVE,  ISXUXnaZ.  AMD 

;  BaGMcmc  Ts?>n^^  ma  kake  jKJssNEirnan  oiffzcolt. 

NTozxTr  Hospims,  FHrsidANs  lAVE  to  Tsptamir  FACZUTr  to  isoviee  acoe  ore 

SkiWILlIb  OR  TD  CEAL  WITH  lG)IOL  EMERGE20ES  ISAT  ARISE  IBCK  ZZFOSQBES  TO  OAMCSOIS 
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RURAL  RESIDMS  ARE  NINE  TO  TEK  TDES  MDRE  LIKELY  THAN  URBAN  RESIDENTS  TO  DIE  TKH  ^ 
INJURIES  INVaLVDG  LIGH3NING,  E3CP0SURE,  ^ftOmOY  OR  NMURAL  DISASTCRS.  IN  RBGENT  I 
"ZEARS  RXAL  BDSPmiS  HAVE  BAD  CDCXIKDC  AIMISSICKS  AID  JOBL  CXXSPANCT  RA3Erxr-Sl 
SAME  TIME  BJEy  BKVB  PRDVU*!)  A  O^EAIER  PROPGRTICW  CF  aCXM>E16A3B)  a«E.  OHEy  ARE  1 
BEPEMDDir  Ql  FSaOL  PROGRAMS  SUCH  AS  lOIOffE  PGR  REZMBCRSQSir,  THEIR  REVaJUES  AR 
EBaJNDC  AND  OJSIS  ARE  RISING  AS  TOE  JBflBB)  TOR  HOCBQf  ICDICAL  TSCOmXJ^,  SKEIIED 
HRSCIWEL  AMD  BETTER  raCILITIES  DCREASES.    TXER  TSB  GDRBDir  MDICaRE  PRDSPBCTTVE 

VKOBsrr  srsmi  rdral  KBPrms  recem  ibcm  u%  to  15%  zess  rezmbdrsemevt  than  v^t] 

CRBAN  OCXlinraARTS  FCR  BCAClLr  THE  SM£  SERVItt.  WTgirPTrtTTy  lOIORE  REOfiURSEMI 
HAS  lOT  KST  SMS  KITB  INFUOICV  AID  lCX>iaiIIE  lORaaS  ICR  lOM*  BC^^  rmnm^ 
FRCM  7%  TD  -2.4%. 

Z  IKXXEZ)  Uro  TO  SDQGEST  B  FOUiXaiB  FCBS2BE2  800006.    CV  TBE  tEDBSML  Z£VB 


1.  REFGRf  AH)  lULLT  TtKD  IBE  tOIOfflE/ICDiaaD  VKOBOS  SZSIB6  ID  INSGRE  FAIR^ 
ABBOaOE  REDSKSEMDfT  TOR  Ali  WLWiUaC*.    AHBmWRr,  BCDZT-ORZVa}  KfcUUUI'iUB 
mOVIEER  PRSCmS  SBDQLO  CEASE. 

2.  PRWIEE  HHDDG  AMD  A  lAMDRaE  TO  ESnBLZSH  A  1103080.  SASeiT  STAMISWD,  FMRLT 
AND  RnSdABLr  AnJOSTB)  FOR  OBOGXRATB)  mfgHBUg;  IN  raiOH  CARE  COSTS, 
RPJuatw      AID  MDICMU  APPRQPRIME  OnLmOlOI. 

3.  FWD  AMD  MttOOE  IHE  ELIMDMKW  OF  OE  ISBAN/RDRAL  PPS  PAIWUT  DUTERENTIAL 
PRIOR  TO  1995. 

5,     ESnfflJffl  AID  POD  A  WHOWL  PLDQR  POl  MSZCAID  GOUERAS  AID  HEMETOS,  TO  JNSOF 

ACCESS  TO  BEALIH  006. 
e.      PK^TO  AJWORL  HDSPTOL  Rfl2E  UPOOES. 

WniE  PHYSICIANS  NEED  HOSPHaLS  IK  CREER  TO  PROraE  CER3A1N  TXSES  CF  CARS, 
wnHODT  PHYSIdAlB,  IHE  HOSPTCRLS  ARE  ElffTT  BDIIDINGS. 

AFPRGDOmTElT  53.7%  OF  IHE  SSOE'S  1,614  PRSARST  CARE  P8ISICIANS  LIVE  AMD  PRACTICE  II 
8  OF  MISSISSIPPI'S  KDST  POFULDOS  GOCHnES.    PRXSIOAMS  ARE  DJFFJaJUT  TO  REODIT  TO 
PDRAL  AREAS  POR  BOIR  PRCRSSIOIAL  AMD  PERSCMAL  REASONS.    WJPESSICHAHJ,  SDRAL 


jfBiaAumlB  ARE  OREN  ISOUOSD  PROM  THEIR  PEZRS.    'iWLHfc  ARE  PBT  INULVliJUALS  KRH 
IS  PRZSICIAI6  ON  READILr  ESZAICE  HZAS,  EXCBANZ  f|*||H|»y-  OR  GGRQLT  ABOUT  IMBDM  1 
PBSmBCN  OR  UnXE-USED  PRDCSZZIES.    CLWriMUlM;  EUJUfl'im  IS  BARD  TO  ARRANGE. 

«  A  PERSONAL  UEVEL,  PBX5ICIAMS  OPIBI  EBCLUC  TO  PRMOIOE  IN  RDRAL  AREAS  BBCADS 1 1 
THE  czwuutian  IS  OffiRMZLZAR,  DET  BX»E  LARGE  HJULATiilJ  TBOS  THET  MOST  REPAJ  AID  S  i 
EDOCaSZOmL  and  social  OPKKlWlTiES  ARE  OFZEM  LIMIIED. 
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TSE  BDRAL  FHTSICZAN  IS  GFTQ}  OOHCBKH)  MO  UCZIRPAID  IN  GGKPARISGK  TO  C?B»S 
CZZIOGOES.    BE  GR  SEE  OCES  NOT  REAOILr  SWE  RQJEF  AVAILABLE  FCR  BA£^DP  FOR  EMERGENTY 

smaKnns  gr  pgr  me  gff.  tRjTCAWi  FAssns  for  msiciMS'  serviqs  to  rqbal 

Bfcm'lUARIES  AKE  OXSISISSQLr  lOEIL  TSKH  PGR  IKBMI  BENEFICIARIES,  EVQI  SOZZ  ISE 
iiUC/lQ  KCVilJhD  IS  TMiMgrmaifgjAHrg     BEOtfSE  EUZBLf  )£Dia^  SXTIEbRS  GCNSTIim  A 
IAR3E21  SBKC  OF  ISE  RSttL  SBTSIOWS  PIttCna  ISAN  AN  IJRBAK  FHSSICUN'S,  COST 

GGNBONerr  msGSEs  sos  as  fsz  rqzes  are  esphmi.t  cE^nvsramc  to  bdral 

ggSICIMB.    AMOZBER  fACIOR  nOlC  BQRAL  IBBICZnS  IS  IBE  COST  OF  IfDICAL  inSlUTr 
SSQRMO.    raKZU  HOOICB  PHTnTTMS,  S£R2»nr  lEDIOKE  fBXSICIAKS  AMD 
OBSTgggQIttC  BAVC  SOH  MlfRACTIS  SStSOttCE  FREKIQK  COSTS  INCREASE  EASTER  IBW  OZSER 
SFGCZAirr  GSCOPS. 

I  fans  LSe  TO  HCTOSE  S  KZ2I30C  SOamOS  TO  SQ£  GF  IBESE  ISSUES  TkSX 
FDRAL  FBISiaUG.    GN  TSE  FECE3»L  IZVEL  GCKSESS  SHOQLD: 

1.  RESZGBE  ISE  DCQC  lAX  UhUULTlLK  FGR  EDDOOIQI  I£AK  SnSKEST  FOR  PE7SICIAKS  «ec 
FRJOICE  IK  lOICRIU  QSERSERVED  AREAS  GR  BEALIH  tAKPOG  SB0R3KZ  AREAS. 

2.  nOEASE  IS  flismc  FOR  mCZanL  H-ALTH  SESVIS  GGRTS,  PAtei'ICULARLT  FOR  1S£ 
FHSIOAN  LOAN  REBASSNT  FROCSRAK. 

3.  FHCVlUb;  AZSrrKXOL  FTUDDC  FOR  GOftCSGOaiCK  LINKAGES  WITH  VhisJML  TkJLrJX 
CQTIERS  TO  FRO^IZE  GLINIOVL  GGKS;Z2>nGK  AND  CLKJlNUiNG  EIUSTICb*  .TO  RURAL 
ratSICIANS. 

4.  FXJ/ZDE.  r^Z:X  FOR  RELIEF  SErT^CZS       ALLDW  RJr^^-L  F:-riS:CL--»S  TO  LETO.T 

Ill'  'r         .   "r*"".!' '  '  "  t  * .     .•  ~* 

5.  PRcra^  rjfcons  isczscrv'ss.fCR.Jsii-c;--  scaXs-s,  iwr--.*:-  s-isCL&  .-.w  ^- 

mjSL  BSAL3fi  TO  AQCT  SmSTIS  TsQi  RORAL  AREAS  WITH  MANDA3ED  PA2BACK  TS£. 

6.  RSQOIRE  THAT  RURAL  A!0  IRBAN  ?R?SICIAN  RESfiORSEMENT  BE  SQCRLIZES. 

7.  IM?I^1G^T  TKS  RESXRZE  S;:iSED  5ELA~.'E  V«LuE  SCALE  ;KS5r-'S:  WHS-  r.  rLCOR  ?S. 
JEDICARE  PADEIfrS  TO  KJRAL  PKYSIdANS  BQmL  TO  THE  A\OAGE  PADffiNTS  TO  tSGAN 
WYbiClANS  AND  OSSC  A  HEIHZXZJXr  SfiT.  ACCORAIELr  RErLBCTS  ISE  GBOGRAFEIC  AREAS 
IN  lEICH  EBTSICIAMS  TFT  .TVER  SEDGES. 

8.  PBCKOZE  TSS  PlKmC  FGR  SOOE  INDEMUFIOIZZGN  PRCSUttC  FGR  PROFESSKHAL  LOSIUTT 
OASS  PPSnr.TTHS  PRCH  TSE  FRCVISICN  GF  SLcWlCES  TO  MSIGOD  SA3IE2?IS/  TBS 
BOIGEZiT  AND  EMOICISANIS  IN  GTBSR  RZERAL  BQOaB  PROGRAMS. 

9.  PASS  ISISUOZCN  TO  AIUDW  AttCAL  TUX  >«i»'»'HMg  FOR  "fiSGPJOO  LIABILIT7  COST, 
SET  IP  eSPPTTATJ.T  TO  FOS)  UARn.TTT  nSOtAMCE  PRSmiC  BASED  ISCN  TEE  HSSSflXZ 
GF  lOIORE/lCDICW  PA2»G?IS  TO  TS  TOOL  XXZ2AR  \mf£:  GF  AIL  EASSZTIS. 
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10.  WCWlUt  FEZZIttL  SCSIfTIVES  PGR  SISOES  TO  PASS  TORT  REFOMS  SOCS  AS  ICN-^ZT 
IMAGE  CKPS,  FBOmiC  PAZtEmS  AND  EZJKZMATIGN  CP  THE  COUJOEBXL  SOJBCZ  RO; 
(MS  40%  CF  9E  M!SSI^SS^iyl  ICSZCAID  FROSttM  BODGET  IS  DXZLZZED  TO  EBJ  FOR 

NGRSnC  BQI£  QUE  FOR  MlSSiSSJlVI'S  OldLY.    THERE  ZS  BEAVT  EERSQENCE  GN  MCRS 

Bates  TD  womE  tbe  mjoRirr  gf  zac  term  ore  jimd  few  vsffli£  lOMfiDzakL  bdos 

CFHOS  JCAZLHBC2  FOR  IS  raOIGNAII^T  IMPAIRS)  EUZSLT  SBQBIE.  2M  ms  SOOE, 
J«E  CZS  MD  FQGR,  JK>  KB)  LGMS  IBSf  HEALDI  OtfS  SESyZCES  TCXJ  IBE  lOST  UXELT  B 
FOR  A  nsnC  BOe.    BBB  ZS  a  ICZD  for  a  KKE  balanced  I£NS 

(»  ALUawaiW  SERVICES  SDCE  AS:    1.  lANMaeiT  nOGRmS  FOR 

r;  2.  RFSGML  CMC  HaCS  ffllB  BCI£  BBVLDi  RMZTORIIC;  3 
AOOLT  nj  CARE  SLM6;  J»  5.  AOdLT  FOSIEIl  HOKE  CARE. 

I  BRITIH'llfl  IBff  (ZM3CSS  RBQOZRE  IBAT  SIA3ES  HC^UJb  1SBSE  AUSSaOOIVES  IK 
CARE  TW^  THffTR  ICDiaaD  FBDC31AKS. 


nwW»3TVE  AF«»CHES  ARE  ICEIID  TO  SOU^ 

HE  EUBlLy.    »  1989  IHE  MISSISSIPPI  S3ME  ItDlCXL  ASSCXMKK,  IN  GCXIBa 
HE  MISSISSIPPI  aXHCII5  CH  AGDC,  MUMEMISD  A  WDNDIRr  ASSSaMNT  PRZS 
«Dia«E  BE»riCIARIES  CAim>  -SEMICR  a«E-.    IHIS  PIOTAM  HWIES  HAMS 
IHJSIOANS  TO  IW  Dene  IS)ia«E  BENEFICIARIES  WO  MAT  S  RELXSANT  TO  SEEK  ffi 
SERVICES  BECAUSE  CF  FINANCIAL  BARRIERS  DffOSED  BY  ffiDIOWE  UDOCIIBIES  AND  CD- 
INSnWCE.    -SENIOR  CARE-  SEFVIOS  HERE  irovmil)  TO  1,^^ 
nOi  JENUARY  1950  TO  FSSRaTai'  1991. 

GEAZIVE  ASD  IKi*7^:.-IVE  APPROACHES  WiE  ALLZ^aiSS  BElVSZli  PECESaL,  S 
M«>  IfiOL  GraatBQS,  KAUB  CARE  PRC^OiJUCS  AND  MISSISSIPPI'S  OCMCllZXIES. 

niw  TO  TO  itra  ICR  iHis  oPPCRiwm  TO  EXPRESS  Iff  cran^ 
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Mary  P.  Curtis  Ed.  D. .  R.N.,C. 

Associate  Professor 
Mississippi  University  for  Uoaen 
Mississippi  Nurses  Association 
Potential  Options  for  Access  to  Health  Care  for  Elders 


As  the  new  demographic  balance  continues  to  evolve  in  vhich 
the  elderly  population  outweighs  the  younger  population,  nurses 
with  expertise  in  gerontology  Bust  assnae  an  increasingly 
iaportant  role  in  the  health  care  delivery  systea.  This  role 
deaands  a  greater  degree  of  independence  and  leadership  than  has 
been  custoaary  in  the  past.    Gerontological  nursing  has  evolved 
to  include  both  general  ists  and  specialists  and  requires  in-depth 
knowledge «  clinical  competence,  and  dccision-aaking  expertise 
warranted  by  the  conplexities  of  the  aging  process  and  unique  to 
each  aging  person.    The  generalist  functions  in  a  variety  of 
settings  including  hospitals,  nursing  hoses,  and  public  health 
agencies;  provides  care  primarily  to  individuals  and  families; 
and  participates  in  planning,  ispleacnting,  and  evaluating 
nursing  care.    The  generalist  gleans  direction  and  support  from 
the  specialist.    The  gerontic  specialist  raquires  a  ainiaua  of  a 
aaster*s  degree  with  a  focus  in  gerontology.    In  addition  to 
fulfilling  all  of  the  requireaents  of  the  generalist,  this  nurse 
has  developed  substantial  clinical  expertise  with  not  only 
individuals  and  families,  but  with  cononities;  is  involved  with 
health  and  social  policy;  and  is  proficient  in  planning, 
implementing,  and  evaluating  geri-health  prograas  (ANA,  social 
policy  statement,   (1980).    In  Mississippi,  this  category  is 
primarily  represented  by  Mxirse  Practitiooers. 

Mississippi,  once  one  of  the  states  with  the  lowest 
proportion  of  aged  citizens,  is  now  aaoog  the  states  with  the 
greatest  proportion  of  its  population  in  the  elderly  category.  In 
accordance  with  national  indicators,  the  rise  in  the  number  of 
elders  is  specially  great  in  the  *old-old*  category  or  those  85 
or  acre  years  of  age.    In  the  saae  tiae  period  as  the  proportion 
of  elderly  barely  doubled  in  the  nation,  froa  5.4  to  11.3  percent 
between  1930  and  1980,  Mississippi's  elderly  acre  than  tripled 
from  3.6  to  11.5  percent.    While  the  population  of  this  state  is 
expected  to  increase  by  33  percent  betw«sen  1980  and  2050,  the 
elderly  population  is  anticipated  to  increase  by  143  percent 
(Saunders,  1987). 

-Since  this  age  group ' is  increasixig  in  nuabers  so  rapidly, 
health  providers  must  meet  the -challenge  of  identifying  and 
implementing  innovative  low  cost  arrangcBents  for  the  provision 
of  quality  care  for  elders  including,  the  old  old  group. 
As  a  family  nurse  practitioner  with  expertise  in  gerontology,  T 
offer-  the  f oilo-ir.c;  toirtisor.y  relevant  to  what  I  perceive  shcuic 
ba  cone  to  facilitate  eiders' access  to  health  care,  what 
interventions  have  been  successful  in  eliminating  this  dileaaa, 
either  in  MS  or  elsewhere,  and  what  the  role  of  the  Federal 
government  might  be  in  brder  to  expedite  solutions.  In 
accordance  with  the  American  Nurses.  Association  and  the  .National 
League  for  Nursing,  I  support  the  model  of  health  care  that  not 
only  looks  at  disease  processes  bat  at  health  promotion.  This 
model  requires  that  health  care  providers  to  be  accountable  for 
the  continuity  of  care  provided  to  (K5)  consumers  and  whenever 
possible  nurses  should  be  the  health  care  provider  who  aonitors 
that  care.     Inherent  in  this  care  is  access  to  that  care  by  the 
I   consumer.     I  believe  that  federal  policy  aust  be  reformed  to 
allow  for  the  inclusion  of  gerontological  specialists  as 
providers  in  Medicare  and  Medicaid  prograas.    The  federal 
government  has  done  much  to  support  the  education  of  these 
specialists,  but  has  virtually  excluded  these  and  other  nurses 
from  the  reimbursement  systea.      It  is  ay  further  belief  that 
widespread  use  of  gerontological  nurse  generalists  and 
specialists  in  a  variety  of  health  care  delivery  settings  would 
realize  sxibstantial  savings  while  improving  access  to  health  care 
for  the  elder.   (Please  note  that  althoagh  MS  recognizes  many 
nurse  practitioner  roles,  it  still  does  not  recognize  the 
j    •Geriatric*  nurse  practitioner.) 
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Although  there  are  multiple  areas  in  the  health  care 
delivery  system  which  need  renovating,  I  have  chosen  to  address 
the  use  of  gerontological  nurses  in  three  areas  which  offer 
improved  assess  to  health  care:    conunity,  home  care,  nursing 
home  services. 

Community 

The  prevalence  of  chronic  illness,  particularly  among  the 
elderly,  has  made  the  financing  of  health  care  for  acixte  care 
ineffectual.    These  chronic  conditions  such  as  hypertension, 
cerebrovascular  accidents,  obstructive  pulmonary  diseases,  AIDS, 
additive  and  abusive  behaviors,  arthritis,  and  a  myriad  of  mental 
health  probleK,  create  an  overwhelming  health  service  demand  due 
to  the  increase  in  number  of  elders  and  the  intensity  of  service 
used  by  each  elder.    Hany  elders  with  ^ironic  problems  do  not 
have  access  to  appropriate  health  services  unless  a  serious 
problem  occurs  requiring  expensive  institutional  care  (NLN, 
Spring,  1991) .    Thus,  contirmity  of  and  access  to  care  are 
particular  problems  for  elders  who  have  a  chronic  health  problem. 
The  challenge  imposed  is  that  care  required  by  these  individuals 
is  not  constant  and  often  runs  a  cycle  of  acute  medical  and 
intensive  nursing  care  to  dtronxc  medical  and  nursing  care  which 
is  primarily  supportive  and  rehabilitative  in  nature.  This 
quandary  could  be  greatly  improved  by  eliminating  barriers 
restricting  nurses,  particularly  nurse  practitioners,  from 
providing  care  directly  to  elder  consumers.    A  number  of 
alternative  health  settings  and  services  provided  by  nurses 
across  the  nation  have  reduced  the  demand  for  expensive 
institutional  care.    The  following  are  examples  of  some  of  these 
alternatives,  all  of  these  models  are  appropriate  for  MS. 

One  alternative  health  setting  is  the  "Free  standing  health 
clinic"  (satellite  clinics)  which  have  been  in  existence  for 
decades  providing  care  to  the  underprivileged  and  underserved. 
MS  has  a  few  of  these  clinics,  although  the  number  is  dwindling, 
which  are  struggling  for  survival  due  to  reimbursement  issues  and 
lack  of  physician  support.    Typically  these  clinics  are  located 
in  a  rural  area  or  a  setting  where  consximers  do  not  have 
immediate  assess  to  a  physician.    They  are  managed  by  nurse 
practitioners  in  collaboration  with  a  sponsoring  physician  and 
with  the  guidance  of  a  protocol  v^en  medical  xsanageaent  is 
rrcrjirs-i.       '^h<?  nvrse  orectitierf^r '£  role  tyricaJ^y  :z  '.ihat  f 

cMv.ri:  .•  •.   ::    x.:::,^  ::-c::,     .  .r  j  ■  >^  .  .      v.  . 

Nurse  Practitioner  ha:;  Leer,  successfully  prcv^di*.^  .-.wc.  w..  ....  . 

residents  in  the  surrounding  area  for  about  12  years.    Since  she 
is  in  rural  MS,  the  majority  of  her  clients  are  elders.  A 
variation  of  this  clinic  is  the  rural  medical  clinic  %^ose 
physician,  because  of  the  practice  setting,  is  isolated  and  has 
little  prospect  of  attracting  another  physician  due  to  the  incoae 
end  age  level  cf  clients.    The  nurse  practi-ior.er  r.:^-^  z::or. 
invited  to  join  in  this  practice  to  manage  care  particularly  for 
the  chronic  elder  client.    The  care  provided  is  continuous  rather 
than  episodic  in  nature  and  includes  supportive  phone  calls  and 
home  visits.    In  MS  family  nurse  practitioners  and 
gerontological  nurse  practitioners  have  been  invited  to  join  this 
type  of  practice  and  are  euzrently  working  to  develop  protocols. 
This  year  2  geriatric  nurse  practitioner  students  have  been 
encouraged  to  return  to  school  and  «rill  join  a  two  physician 
practice  in  Southeast  MS.  after  graduation.    Their  primary 
responsibilities  will  be  to  monitor  and  manage  elder  clients  in 
the  conunity  and  in  the  narsiag  hoae  adjacent  to  the  hospital. 

A  third  type  of  setting  is  the  "Block  Nurse  Clinic".  This 
concept  usually  employs  a  nurse  practitioner  or  public  health 
nurse  specialist  frtao  develops  a  clinic  in  a  neighborhood.  The 
nurse's  prime  goal  is  to  personalize  an  effective  method  of  case 
management  by  establishing  a  neighborhood-based  system  of  care 
delivery.    This  model  has  been  evaluated  as  being  effective  as  a 
ho«e  care  alternative  (tat)  as  care  provided  prevents  premature 
institutionalization  of  elders  and  contributes  to  their  quality 
of  life.     It  also  has  been  evaluated  as  a  cost-effective  method 
of  long-term  care.  (Ebersole  «  Hess,  1990) .    Although  not  called 
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a  BlocX  Nurse  Clinic,  M.U.w.  has  two  clinics  which  resemble  this 

concept  at  Crawford  and  Artcsia,  MS.    Health  care  is  provided  to  b 

underserved  consuaers  and  monitored  by  a  public  health  nurse  I 

specialist.    These  clinics  are  supported  by  the  MS  Department  of 

Public  Health  and  have  been  operational ized  for  about  10  years  | 

(personal  communication,  D.  Harris,  1991).  I 

Another  issue  appropriate  to  chronic  illness  and  health  t 
setting  is  the  increase  in  emergency  department  (ED)  visits  by  I 
elders  which  is  adversely  impacting  efficient  utilization  of  ' 
emergency  room  services.    Multiple  studies  have  been  conducted 
with  similar  findings  including:    elders  have  a  higher  rate  of  j 
admission  to  the  hospital  and  readmission  (50%)  to  the  E.D.,  that  ' 
the  cost  of  E.D.  department  expenditures  has  greatly  increased, 
that  the  elder  needs  special  services  targeted  at  them  for  close  I 
surveillance  and  ready  access  to  ancillary  health  services,  that 
a  follovup  visit  is  needed  for  elders  with  chronic  condition 
(Lovenstein,  1986;  Denmen,  1989;  Thienlous,  1988;  i  Bone,  1989). 
These  researchers  recommended  the  development  of  an 
interdisciplinary  team  that  would  include  a  nurse  with  expertise 
in  gerontology  to  assess,  manage,  refer,  and  follovn^  elders. 
Tvo  effective  follovup  techniques  were  phone  calls,  to  solicit 
questions  and  provide  answers  about  the  prescribed  treatment  and 
direct  elders  to  appropriate  ancillary  services;  and  home  visits, 
to  evaluate  i^lementation  of  the  treatment  and  to  clarify  and 
channel  problems.    Both  methods  resulted  in  a  significant 
reduction  of  admissions  to  hospitals  (HendricJcson,  1989, 
Ronsdell,  1989).    This  type  of  followup  care  could  be  initiated 
as  a  post  ED  service.    No  known  hospital  in  MS  is  currently 
adding  a  gerontic  nurse  specialist  or  using  either  method  cited. 
However,  at  the  request  of  the  ED  physicians  in  a  large  hospital 
in  Memphis,  a  graduate  student  at  M.D.w.  is  implementing  a  study 
which  focuses  on  the  use  of  phone  calling  and  home  visiting  with 
elders  who  have  chronic  congested  heart  failure. 

ff9Pg  Car? 


A  major  trend  has  been  advocated  to  )ceep  the  elder  as 
independent  as  possible  and  at  home,  instead  of  at  the  hospital 
or  at  the  nursing  home,  even  when  care  is  required.  The 
emergence  of  this  trend  resulted  in  part  due  to  governmental 
restrictions  «7hich  limit  the  length  of  time  for  hospitalization 
thus,  elders  were  being  discharged  to  home  earlier  and  .sicker. 
Also,  the  nusber  of  frail  elders  has  increased  demanding  core 
nursing  home  beds  which  are  not  available,  thus  more  frail  elders 
are  cared  for  at  home.    Care'  being  provided  for  these  clients 
requires  Advanced  technical  knowledge  due  to  the  sophisticated 
equipment  and  procedures  now  needed  in  addition  to  knowledge 
relevant  to  the  aging  process  and  person.      Gerontological  nurses 
are  providing  care  to  these  clients  with  very  good  outcomes. 
However,  they  ere  overvor>rec  and  underpaid.    The  public  arust 
recear.ize  that  these  nurses  are  pivctel  to  providing  quality  hore 
I     care  as  they  fulfill  the  prisary-  role  of  organizing  and 

I     coordinating  care.    The  problea  persists  as  restrictive  public 
payment  for  home  care  and  the  lack  of  private  insurance  coverage 
makes  services  unavailable  to  many  aged  vho  could  be  sustained  in 

I    their  hoaes  with  the  aid  of  dependable  and  ongoing  services. 
Also,  gerontic  nurse  specialists  are  not  reimbursed  for  their 

;<   services.    Thus,  home  health  care  agencies  are  unable  to  enlist 
^   their  expertise  and  services. 

The  point  also  should  be  made  that  many  elders  are  homebound 
lj  due  to  age,  failing  but  stable  health,  or  the  responsibility  of 

I  caring  for  yet  another  elder.    These  homebound  elders  need  some 

II  assistance  with  activities  of  daily  living.    Host  of  these 
I    services  do  not  require  a  full-time  hoaemaker  or  personal 

attendant,  nor  do  they  require  a  nurse,  social  worlcer  or  physical 
therapist,  or  physician.    However,  a  aechanisa  needs  to  be 
i   developed  to  get  these  individuals  into  soae  kind  of  a  health 
networ)cing  systea  so  that  initially  and  periodically  they  can  be 
Monitored  to  aaintain  an  acceptable  quality  of  life. 


■ 
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Additionally,  the  impact  of  Alzeheincr's  Disease  on  the 
elder,  family,  and  community  is  mandating  that  health  care 
^vlders  be^^«e  advocates  for  programs  that  «ocus  on  those 
laffering  the  consequences  of  these  xllnesses.  Curr«?^ 
distance  to  these  people  is  almost  non-exxstent.    There  is  a 
SiSSTiiid  fSTrSspite  beds  in  acute  and  long  term  facilities 
f^^  affeSed  patients,  in  addition  to  respite  help  for  the 
iSeSSnS  cSregiv^.    The  later  could  be  in  the  form  of  outreach 
pS^^  in  which  a  gerontological  nurse  «>'^<*^<=^«*i?*S« 
Slase  if  family  members  for  a  few  hours  or  a  day.  Although 
SinSs^itaS  ii  KS  have  respite  beds  they  are  usually  very 
?2Lrirtid  in  number  and  use.    Day  Care  Centers  and  vacation 

Irrtwo  other  respite  services  which  can  defer  or  avoid 
nursing  home  or  hospital  admission. 

Another  solution  to  help  the  caregiver  has  been  tried  for  a 
few  years  is  the  form  of  an  outreach  program  for  «lders  lAich  is 
S^fSSS  by  a  church  and  the  federal  government  and  functioning 
S^SwSnties  in  central  MS.  The  services  that  it  has  provided 
S  thehomebound  elders  are  immeasurable.  Some  examples  include: 
staying  with  the  dependent  elder  while  the  independent  Jias 
same  respite  time,  taking  the  elder  grocery  shopping  or  to  the 


doctors,  helping  with  light  cleaning,  bathing,  or  cooking,  or 
»?ovidi;ig  s<»e  human  companionship.      Currently,  there  is  a  long 
SHtinglist:  of  families  in  need  for  this  service.    More  of  these 
and  other  outreach  programs  must  be  developed. 

AS  immediate  health  care  needs  are  being  met,  increasing 
awareness  of  health  status  and  wellness  wUl  occur  in  the 
coonnity  through  nurse  coordinated  outreach  programs,  involving 

community  self  care.    These  programs,  for  elders,  will  be 
directed  at  health  promotion.    Examples  of  program  activities  to 
be  included  include  peer  monitoring  programs  for  blood  sugar, 
blood  pressure,  and  drug  side  effects,  exercise  programs,  foot 
care  clinics,  and  health  awareness  education  eg.  normal  aging  and 
cancer  detection.     Programs  could  be  developed  in  collaboration 
with  members  of  the  community  and  could  be  housed  in  community 
sites,  such  as  churches  and  congregate  eating  centers. 
Participation  in  peer  monitoring  and  net%ror)cing  programs  would 
not  only  help  with  health  monitoring  but  also  would  promote 
self-esteem  of  the  volunteers  and  patients  and  holds  great 
potential  for  helping  elders  to  help  other  elders  vith  the  r.-ror 

t.-.oss.  p«6wr  crc-_£:   :        •  suet:  w. 

providing  information  ano  referral,  telephone  rettssur&ncfe,  and 

make  home  visits. 


nursing  Home  Services 

The  demand  for  nursing  home  services  is  exoectec  to  increase 
fcy  54%  by  the  year  2C0C  and  by  132%  by  2030  (Kramer, et. ,al  1985). 
About  80  to  90%  of  health  problems  that  occur  among  nursing  home 
residents  can  be  managed  by  the  Gerontic  nurse  specialist 
(Ebersole  &  Hess,  1990) .    As  an  integral  member  of  the  nxirsing 
home  system,  gerontological  nurse  specialists  can  decrease 
incidents  and  accidents,  decrease  transfers  to  the  acute  care 
system,  decrease  medication  usage,  increase  functional  capacities 
of  residents,  and  positively  influence  staff  and  patient  morale. 


Tbe  elder  population  is  increasing  in  mabers  and  will 
(Continue  to  increase  thereby  placing  an  evvn  greater  burden  on 
the  health  care  system  and  the  health  care  dollar.    Biphasis,  in 
the  past  has  been  placed  on  curative,  institntional  and 
dependence  oriented  service  at  exorbitant  costs  to  the  taxpayer. 
The  most  predominant  problem  for  the  elder  is  chronic  illness. 
These  clients  require  nursing  care  to  manage  their  illness  in  the 
context  of  daily  living.    This  care  can  be  provided  and  monitored 
at  the  "grass  roots-  level  that  is  home,  community,  or  nursing 
home  facility.    Nearly  3/4 's  of  Americans  (73%)  consider  it 
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realistic  to  keep  nore  senior  citizens. in  their  hoaes. 
Essentially  4  in  5  senior  citizens  regard  expanded  hoae  he^lt^. 
care  as  a  realistic  alternative  (Hart,  1990). 

I  believe  that  elders  are  not  well  served  in  the  present 
health  care  systea  and  that  nurses,  especially  gerontological 
generalists  and  specialists  can  do  auch  to  iaprove  this  dileB=:2. 
In  addition,   I  believe  that  the  public  is  not  fully  faailiar  with 
health  care  options  such  as  reliance  on  nurses  instead  ot 
physicians  for  basic  health  care  and  hoae  based  health  care. 
Nurses  are  fully  licensed  and  have  been  granted  credentials  by 
professional  organizations  to  provide  the  services  within  the' 
scope  of  the  nursing  practice  act. 

In  all  settings  offering  services  to  elders,  the  gerontic  nurse 
specialist  practices  according  to  c^qplicit  criteria  and  standards 
as  set  forth  by  the  AKA,  and  is  certified  to: 
TaJce  histories 

Perfora  physical  and  psychosocial  evaluations 
^Monitor  and  aanage  the  coaaon  acute,  episodic, 

and  chronic  stable  health  probleas  of  the 

elderly  client. 
*Prescribe  aedication  in  states  that  include 

prescribing  as  a  part  of  the  expanding 

practice  act. 
Collaborate  with  the  client  to  set  goals 
Do  case  coordination  and  aanagcaent 
Council  with  individuals  and  faailies 
Educate  to  proaote  coopliance  and  understanding 
Proaote  preventive  care 

Collaborate  with  other  health  disciplines 
*Soae  of  these  activities  overlap  the 

physician's  aedical  aanageaent  and  in  these 
cases  decisions  are  guided  by  protocols  that 
have  been  developed  by  the  gerontological 
nurse  and  collaborating  physician. 
These  services  should  be  eligible  for  third-par Ly  reiaburseser.t. 

Z  believe  that  the  federal  govemaent  should  consider  the 
following  goals: 

1.  Encoxirage  a  long  tera  care  insurance  prograa  to  aair.tain 
elderly  people  in  their  hoaes  and  coaauuiities.    Consider  a 
Medicare  Part  C,  revise  the  Med  IRA,  or  develop  sone  tyr^  cf  icr.s 
.  ....  :  "iitcs  r^«;v;  ,7   »»r:«:fiir  •  :.-r  :  -jr  .•  - 
in  t;.'- -csi .     i-iogrt-  z^n&g^enx  shouii  be  .^iir.i.i'^&.  ':j,  Li-  ■. 
state.    The  prograa  could  build  upon  the  long-tem  care  systess 
already  in  place,  significantly  decreasing  start  up  costs  and 
proaoting  integration  of  existing  prograas.    Each  state  could 
develop  ar.  ad  hoc  co=ittee  to  develop  and  define  paraneters  zf 

z  "' :  zL'r ':  ^  i'.--  I'l-^   elccrf.  s:.::e^.  dni  service;*  vitr.  z  yli.  :*or 
o--.cor.€  evciucitior.  (rirsonal  ccrsunication,  A.  vilscn,  irsl; 

2 .  Support  tax  credits  to  offset  dependent  care  expenses 
incurred  by  faailies  vho  care  for  dependent  elders  at  hs-e.  This 
action  could  encourage  acre  faailies- to  assuae  this 
responsibility  and  would  favorably  influence  the  quality  of  life 
for  the  elder. 

.  3.    Clarify  and  strengthen  the  education  systea  for  nursing 
by  securing  increased  appropriations  for  the  Nurse  Education  Act 
for  ozidergraduate  traineeships,  advanced  nurse  training,  nurse 
practitioners,  student  loans  and  special  projects.  Financial 
incentives  also  are  needed  for  edtxcation  and  retention  of 
faculty.    Support  legislation  that  %iould  provide  educational 
opportunities  for  individuals  who  will  deliver  care  to  the 
vulnerable  and  underserved  (rural  and  urban)  areas  (ANA's 
Strategic  Plan,  Fiscal  Year  1991).    These  actions  would  serve  as 
incentives  to  recruit  students  and  faculty  to  nursing  who  would 
have  a  special  focus  on  care  of  the  elder. 

4.     Handate  that  a  nurse  be  appointed  to  coaaittees  involved 
in  aalcing  rules  and  regulations  that  affect  the  health  care 
systea.     This  action  would  greatly  strengthen  the 
interdisciplinary  approach  aandated  in  care  of  the  elder. 
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5.  Fund  an  Ad  Hoc  Condttee  to  develop  a  resource  manual 
outlining  governBental  services  available,  providers  of  care, 
eligibility,  and  how  outcoaes  were  aonitored.     Currently  there 
exists  duplication  of  services  with  no  clear  seiise  of  what 
resources,  (federal,  state,  and  conunity)  are  available. 
This  situation  allows  for  misuse  of  services  and  appropriated 
Boney. 

6.  Develop  and/or  support  aaendaents  to  all  Federal 
insurance  programs  (Federal  E^loyee  Health  Benefits  Program, 
Eiq>loyee  Retirement  Znmam  Security  Act,  Medicare/Medicaid, 
Civilian  Health  and  Medical  Programs  of  the  Uniformed  Services) 
and  health  care  initiatives  that  would  allow  for  family  care  of 
dependent  elders,  disease  prevention  and  health  promotion 
programs,  and  reimbursement  of  nurses  for  their  services.  These 
actions  would  alleviate  the  mental,  physical,  and  financial 
burdens  of  *at  borne*  caregivers;  deter  chronic  illness;  decrease 
exacerbations  of  acute  phasei?  and  better  control  existing  chronic 
illnesses;  and  farUier  stimulate  the  retention  of  nurses  to 
remain  involved  with  national  health  issues  such  as  providing 
care  to  elders. 

7.  Develop  and/or  support  nursing  home  legislation  that 
would  strengthen  Medicaid  waver  language,  mandate  RN  coverage  for 
24  hours,  and  promote  gerontological  specialists.    This  action 
would  strengthen  the  implantation  of  OBRA  90  for  better  quality 
of  life  for  residents  of  nursing  homes. 

8.  Fund  nursing  research  focused  on  care  of  elders.  This 
action  would  stimulate  i^rovement  of  existing  interventions  and 
development  of  innovative  approaches  addressing  issues  related  to 
the  elder  citizen.    Further,  it  would  promote  the  inclusion  of 
nurse  researcher  participation  in  existing  advisory  boards  for 
grants  and  service  awards. 
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Preface 

The  foUowiag  statements  focus  on  long  term  nursing  facility 
caze  of  the  mldmrly,  and  barriers  to  the  access  of  care  in  this 
particular  field  of  specialization.  It  is  presented  by  the 
Mississippi  Health  Care  Association,  a  professional  association  of 
rnirming  facilities  %«faose  membership  co^ises  in  excess  of  13,000 
anrsing  facility  beds  in  the  state,  trhich  is  approximately  75%  of 
all  nursing  facilities  in  the  state  of  Mississippi. 
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Xntroducrion 

Tte  face  of  long  Terz:  Care  for  elderly  is  a  unique  one. 
The  conrinnuB  of  long  rera  care  involves  ^he  specialties  of 
physician,  nnrsing,  hospital,  and  various  therapy  services.  It  is 
the  ccablaing  of  these  acute  care  services  into  a  unified,  long 
texB  gzoup-llving  arranqeaent  that  is  the  challenge  and 
responsibility  of  the  long  tern  care  nursing  facility  specialty. 

To  th<*  aedically  oriented  mix  must  be  added  the  appropriate 
aaount  of  physical  and  mental  activity,  social  work  services  and 
counseling  in  Batters  of  life  and  death,   proper  nutrition,  and 
constant  involvaent   in  the  preservation  of  the  individual  and 
legal  "rights*  of  all  residents. 

Because  of  the  uniqueness  of  this  specialty,  long  tern  care 
providers  and  recipients  have  their  special  concerns  and  ideas 
about  what  constitutes  "barriers"  to  this  care. 

Rarripr  Wiiwher  One 

The  first  "barrier*  to  be  cited  is  the  reluctance  of 
oovemnent  and  health  care  advocates  to  recognize  and  aclcnowledce 
l;he  dj.fference  between  a<pite  q^z^  ^nd  ^.pnq  ^ea?n  ntg?tPq  U^Hi,^ 
cere- 

A&*  testimony  to  th-s  fid. lure  tc  recognize  ar.c  &cicr..'wieGge  the 
difference^,  one  is  directed  to  consider  the  vast  Federal  Medicare 
program  %rhich  is,  and  always  has'becn^  constrocted,  reconstructed 
and  administered  with  ar.' expressed  bias  toward  acute  care. 

Our  experience  has  ceccnstrated  that  this  fact  cor.fcur.ts  =oit 
elderly  people.  Even  state  lawmakers  .and  regulators  have,  in  the 
past,  demonstrated  a  "say  it  isn't  so"  attitude,  when  confronted 
with  the  realities  of  this  truth. 

The  reason  for  this  lack  of  understaading  •  is  that  since  the 
costs  of  long  tern,  24  hour,  all-encompassing  nursing  facility 
services  are  the  most  "catastrophic  health  care  cost"  of  them  all, 
I  it  does  seem  amazing  that  no  long  tern  care,  and  only  a  very,  very 
limited  nursing  facility  benefit  is  available  to  the  elderly 
through  the  Medicare  program. 

It   is    «forth    repeating    that   many   elderly   people   do  not 


understand  this  fact  at  all.  The  average,  and  even  above  average 
citizen,  does  not  begin  to  be  able  to  understand  *ihy  his  local 
nursing  facility  nay  not  participate  in  the  Medicare  prograa.  It 
is  inpossible  for  this  citixen  to  understand  the  Medicare  program's 
maize  of  facility  requireaents ,  patient  reguirenents ,  the  uncertain 
payment  system,  and  the  extremely  limited  benefits  allowed  to  the 
patient. 

When  Medicare  nursing  facility  benefits         allowmd  to  the 
qualifying  patient,   in  a  Medicare  certified  facility,  both  the  | 
•benefits*  and  the  patient's  physical  condition  mast  mimic  'acute* 
care,  a  requirement  which  is  in  itself  a  solid  testimony  to  the 
'barrier*  %#e  cite  as  the  reloetance  to  recognize  and  acknotrledoe  ^ 
the  difference  between  aeute  care  and  lono  term  nursing  facility  | 

Another  related  barrier  created  %rithin  the  Medicare  program  is 
the  reouiremcnt  that  a  person  seeking  to  gnalifv  for  the  Medicare  i 

^Killyi  ns^r?i?>q  Ucju^y  h^n^ti,\  m\  tim  h^^?  ffpcRt:      ig^?^  I 

three  davs  in  a  hospital. 

Proponents  of  the  hospital  requirement  argue  that  it  serves  a  | 

i 

gatekeeper  function  :r.  crder  to  prevent  unr.«2cess2r%'  adnissicr.s 

i 

nursing    facilities.       Unfortunately,    to   the   extent   that  this 
function  is  effective,  the  thzme  day  stay  requirement  serres  as  a  ' 
barrier  to  skilled  nursing  facility  services.   At  the  same  time,  it 
also  facilitates  \ir.^.c:c^Hsa.ry  hospital  stavf  for  persons  only  in 
need  of    the    level   of   service   provided   by  a   skilled  nursing  I 
facility.  ! 

Actual  data  is  available  to  estimate  the  effect  of  the  change  I 
in  policy  for  1989,  the  year  thmz  the  three  day  stay  requirement 
was  jisL  in  effect  due  to  enactment  of  the  Medicare  Catastrophic 
Coverage  Act.     That  year,  aAd^sions  to  nursing  facilities  did  ^ 
increase    by    approximately    150,000    due    to    the  provision's 
elimination.     The  cost  to  the  nursing  home  part  of  the  Medicare  \ 
program  increased  by  about  $250  million  for  1989.    However,  it  is  | 
WtUwted    that    about    61.500    of    all    lii^ig»r^    skilled  n»irsina 
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faeilitv  admissions  Quring  1989  avoided  unnecessary  hospital  sravs  . 
vhieh  resulted  in  a  savings  of  about  SSOO  nillion  in  Medicare 
hospital  costs .  The  net  result  is  that  the  eliai nation  o£  the 
three  day  requirement  reduced  Medicare  costs  by  approxiaately  $250 
•million  during  the  life  o£  the  Medicare  Catastrophic  Coverage  Act. 

A  third  barrier  to  long  tera  nursing  facility  care  for  the 
elderly  can  be  itextified  as  being  attributable  to  the  often 
inadecuafo  7^v"K«]7^enent  qualities  of  Medicaid  ortxiraas  in  general. 

While  the  positive  iapact  of  the  Medicaid  prograa  on  all  ages 

and   conditions    of    its    recipients    in   Mississippi   can   not  be 

overstated,   the  fact  remains  that  at  a  time  when  the  government 

(both   state    and   federal) «    consumers,    regulators,    and  nursing 

facility   providers    themselves    are   demanding    'quality*    in  the 

delivery  of  services.  Medicaid  reimbursement  systems  are  most  often 

constructed  within  the  parameters  of  "cost  containment',  rather 
than  adequate  payment  for  demanded  services.    This  drive  for  'cost 

containment"     can    result    in    the    following     situations  which 

negatively  impact  that  sought  after  consistency  of  -quality,  and 

have  the  consequences  of  iaoosing  additional  barriers  to  the  public 

who  is  expecting  to  be  served  by  the  local  nursing  facility: 

••  t sr'!Tl*"  ?r***-'^'»?  v.'^TTiTy  f.'f^.^iT^.tff.  9T*i  h??«r;tftls,  .ir 

"  .  .■  ..I  J  .      .   •  ..  .  .  V  .  .  •  . .    .  •  . 

hospital  Inirses  are  on  an  KLgHec  %fage  scale  than  are  nursing 
facility  nurses 

♦  .Staffing  problems .. .the  unavailability  of  licenses  nurses, 
physicians,  and  other  required  specialties,  particularly  in  the 
rural  areas,  nalcing  it  difficult^  ^  not  impossible,  for  some 
facilities  to  maintain  an  increasingly  high  census  of  patients 
requiring  'heavy  care*  or  constant  24-hour  supervision 

-*  High  staff  torn-over ..  .hi^  stress,  low  pay  makes  the  local 
fast  food  outlet  or  the  local  factory  a  much  more  attractive  place 
of  employment  for  many  people. .  .more  nursing  facility  staffing 
problems  result 

*  Burdensome  regulations  for  the  facility. .  .regulations  %^ch 
have  more  to  do  with  paper  compliance  than  the  happiness, 
satisfaction  and  well-being  of  the  nursing  facility  resident 
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*    The  general  ataosphere  of  uncerrainry  wichin  rhe  long  term 

\ 

nursing  facility  providar  system,   due   to  laassive  Congressional  | 
changes   to   the   nursing    facility  delivery   system    (OBRJL  1967), 
ii^lemented  largely  without  written  regulations  and  tiaely  guidance  i 
f ran  federal  regulatory  agencies 

TO  last  poinr,    it  can  be   added   that  rhis  provider  I 

uacertaiaty,  with  regard  to  both  regulatory  and  reiabnrseBent 
issues,  has  found  ezpression  in  provider  support  for  the 
development  of  standardized  and  quantifiable  criteria  tihereby  any 
proposed  payment  system  can  be  held  accountable  for  services 
rexidered.  This  accountability  would  take  the  form  of  criteria  to 
be  utilized  by  the  Health  Care  Financing  Administration  in  the 
approval  of  state  Medicaid  reimbursement  plans.  Hopefully,  this 
type  of  accountability  would  have  a  stabilizing  ef feet  on  the  long 
tezm  care  delivery  system,  thereby  minimizing  the  barriers  cited  i 
idxich  have  a  nega^ve  iB^>act  on  the  availability  of  nursing 
facility  services  for  those  elderly  in  need  of  those  services.  j 

Summary 

Identifying  barriers  to  long  tezm  nursing  facility  care  is  not  j 
difficult,  since  these  barriers  largely  grow  out  of  government's 
cuest  rc  balance  the  availability  of  health  care  services  for  the  j 
e^cfer.y  vir^  -he  avLiic«?ilit.y        r-iii-ur.  i::5-  -l  .  ^  :.y  this    -  .ri  .  j 

Long  tezm  care  is  a  unique  service,  and  cannot  appropriately  | 
be  treated  the  same  as  acute  care.      The  Medicare  and  Medicaid 
programs  need  restructuring  in  order  to  improve  accessibility  for 
the  elderly  person  needing  care,  and  improve  the  payment  system  for 
providers  who  specialize  in  this  care. 

Pecause  the  mxlMtmiDGm  of  barriers  to  long  tea  health  care  for 
the  elderly  appears  to  be  largely  bound  up  with  various  issues  i 
relating  to  finances,  long  tarm  care  providers  suggest  that  the 
following  principles  be  considered: 

CCJRUIUUM  OP  QBE 

The  nation's  long  term  care  financing  system  should  provide  | 
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sp    that;   patient    need    and    efficient:  of    r^^onrg^s    —  nnr 

availabUitv  of  benefits  --  detemines  care  getting 
CCMSUMEK  E3fPOWE2US5T 

£on3g«rs  —  the  elderly  and  their  f^^XLBS  —  should  h^v^  ^< 
pmgn  ?s  U  practical  to  sav  abcut  th.>  ^'-r^^na  of  care  Mnd  t^o 
ortrrides  it. 

EUBZHT  FOR  QUALITT  CARZ 

0«r  Ipnq  terra  care  pavaent  gvat—  «hctild  enc^onraoe  and  vm^i^ 
cnalitv  e^re. 

ncouRAcaizRT  or  tmlllt  suppuki 

PnbXic  resources   sheuld  supplement  —  not  sgpolant  nmy^or^A] 
and  faaiTy  efforts  to  orevide  and  n^v  for  long  tern  care. 
PRIVME/PUBLIC  PARTJJSRSHIP 

The  private  B#K-rnr  should  be  eneoara«a<^  to  fulfill  i^he  largest 
possible  role  In  the  finareino  of  lono  r^jm  r.»^ 
Fn>ERAL/STATE  ROLES 

There     shou]^  a      federal      and     ^r.r^     partnershin  »f 

&m&i^Wr^i,<?n,  gnforceaent  and  fundir^rj  r.hat  is  d^^jgned  to 
eliainate  conflicts. 


dedicatedr-    aetuariallv-sounc    "  tr^ist  Lh&t     erovicfes  both 

politic^;  and  fj^sg^;  g^ab^imr    '    '  . 
SIliPLICITT 

Our  lone  term  care  svstero  should  aaxiaize  the  use  or  ocblic 
funds  on  patient  care  bv  seejcino-  adainistrative  siaolieitv  and 
cconoav.  ■  *  I  ' 

These  principles  could  be  as«d  to.evalnate  both  the  eieMnts 
of  sweeping  refom  advocated  by  iiaie ,  aad  the  iacrcBental  syrcea 
changes  which  might  be  sore  likely  xo  occoz,  glTvn  today's  diaate 
of  budgetary  limitations.  The  result  of  the  successful  ose  of 
guiding  principles  %#ould  be  the  nvmr ,  howerer,  and  that  result 
%foald  be  the  minimization  of  barriers  to  long  term  health  caze  for 
the  elderly. 
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]irPF9<^  TQ  HTTIT.TH  riVRE  PftP  TWF  gLDFRT.Y   BRKRTERS  TQ  BR£ZCH 

Presented  before  Senate  Subcoonittee  on  Jlgins 
Senate  Tr?ih^  and  Hunan  Resoxirces  CoaBU.ttee 
Field  Hear  ins.  Civic  Auditorium.  Clarksdale.  MS 
9:00  a.m..  Wednesday.  May  1.  1991 

Witness:    Clifford  L.  Johnson.  Jr..  FACHE.  Executive  Director 
Northwest  Mississippi  Regional  Medical  Center 
Clarksdale.  MS  38614 
(601)  624-3401 
Fax:     (601)  627-5440 


Senator  Cochran.  lasMbexs  of  the  Subcoomittee  on  Asins:  It  is  a 
pleasure  for  me  to  have  this  opportunity  to  address  you  today  to 
discuss  barriers  to  the  access  of  health  care  for  the  elderly. 
My  nMie  is  Clifford  L.  Johnson.  I  «b  the  Exeeative  Director  of 
the  Northwest  Mississippi  Seslonal  Medical  C«ter  in  Clarksdale. 
Mississippi. 

t 

I  wotild  first  like  to  tell  you  about  the  health  care  delivery 
system  in  Coahoma  County.  This  hospital  opexMd  in  1952  as  a 
100 -bed  general,  acute  care  hospital.  We  now  operate  194  beds. 
Our  most  significant  growth,  however,  lies  not  in  doubling  the 
ntsnber  of  hospital  beds  but  in  the  expansion  of  services  we 
provide.  We  have  a  very  highly  "teained  physician  staff  of  44 
doctors.  50%  of  %fham  are  Board  Certified  specialists.  We  have  an 
employee  staff  of  550  eaployees.  ax^  oar  aamial  budget  exceeds 
S40  million. 

Typical  services  provided  here  are: 

Laparoscopic  Surgery 
(jeneral  Surgery 
Orthopedic  Surgery 
Ophthalmology 
Urology 

Obstetrics  and  Gynecology 
Cardiology 

Pediatrics 
Interr.ci  y^ediciae 

Anesthesiology 

Saciolcgy  and  Nuclear  Medicine 

«e  provide  C7  scanning,  nuclear  B»diciae,  ultrasound,  and  most 
ill  radiological  procedures.  We  do  echocardiology.  puls^narv 
function,  stress  testing,  and  nest  cardicpuisaonar*/  and  labor atcr-/ 

In  other  words,  this  hospital  is  providing  care  to  patients  in  a 
seven-county  area  of  the  Mississippi  Delta  with  facilities  and 
physician  expertise  that  are  coomensurate  with  many  of  our  urban 
counterparts.  We  function  as  a  regional  referral  center,  though 
at  the  present  time  we  are  not  recognised  as  such  by  BCFA  due  to 
our  failure  to  meet  some  of  the  case  mix  indices. 

In  addition  to  our  role  as  a  major  health  ciaxe  provider,  we  are 
an  absolixte  key  to  the  economic  viability  of  Coahnma  County. 
Mississippi,  with  its  31,000  citizens.    If  this  hospital  were  not 

to    prevail   if  the  doctors  dwindle  aany,    and  the  Medical 

Center  had  to  close,  the  elderly  of  "tiiis  area  would  be  virtually 
abandoned  and  extremely  hard  pressed  to  access  any  type  of  health 
care  at  all. 

So  this  morning,  let  us  consider  our  present  position  as  a  rural 
health  care  provider.  On  the  positive  side,  in  reducing  barriers 
to  access.  I  can  report  that  in  this  community  most  physicians 
treat  Medicaxe  patients.  Additionally,  Medicare  recipients  are 
promptly  accepted  for  care  att  our  hospital  without  regard  to 
race,    color,    or  ability  to    pay.    Our    fiaergency    Department  is 
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staffed  2W  hours  a  day  with  fulltime  physician  coverage  and  our 
axobulances  respond  ar  a  socaent's  notice. 

In  Decea^>er  onr  hospital  purchased  a  six-county  home  health 
agency  in  an  effort  to  provide  widitinnal  services  to  the  people 
we  serve.  There  is  a  problea  vith  transportation  in  otir 
coonunity.  and  the  hone  health  agency  relieves  this  siruacion  to 
some  degree  in  that  we  take  health  care  to  the  patienzs.  There 
are  many  towns  within  the  six-county  area  we  serve  that  are  in 
desperate  need  of  health  care.  and  we  feel  this  is  an 
ixnpr  ovesMXXt . 

Our  hospital  is  also  involved  in  an  Emergency  Response  Progran. 
called  LIFELIHE.  We  have  iust  expanded  this  progran  and  will 
soon  have  over  125  units  in  this  cormty.  This  response  center 
allows  the  aged  or  handicapped  person  to  staatons  help  instantly. 
The  Biaiorlty  of  persons  using  LIFSLINE  are  aged  individuals . 

Future  prospects  concern  i  ng  ready  access  to  health  care  are  quite 
different,  however.  In  s^r  estimation,  the  real  and  present 
danger  in  Clar3csdale.  and  in  other  rural  areas  of  our  state,  is 
the  conplete  failure  of  doctors  and  hospitals  to  survive 
economically  by  reason  of  carrying  the  hxige  financial  losses 
incurred  in  earing  for  the  elderly  and  the  indigent.  This  is  a 
major  barrier.  Several  factors  relative  to  Medicare  rei.ri:urser;^ent 
and  HCFA  regulations  are  at  the  root  cause. 

TTPWaMc;  vFRgns  rhrals 

The  hospitals  and  physicians  are  held  hostage  by  HC?A  policies 
that  have  established  payment  differentials  between  urban 
providers  and  rural  providers.  There  may  have  been  some 
justification  in  the  past  for  this  dual  system,  but  I  can  tell 
you  from  experience  it  is  not  valid  now. 

One  of  the  most  crippling  economic  blows  to  our  hospital  lies  in 
the  inequities  of  the  urban/rxxral  differential .  One  good  example 
of  this  that  I  can  site  is  th*  Disproportionate  Share  payment 
system.  Disproportionate  Share  payments  are  made  tc  hospitals 
based* on  the  level  of  lov- income  patients  treated,  which  includes 
many  of  the  elderly.  Currently  rural  and  urban  hospitals  are 
paid  under  different  methodologies,  which  heavily  favcr  urbans. 


■i  , 

■;"-t  — CZ.~i         -  -TCf^tcw. 

.  "...  "      ••  /  •  ' 
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Urban  hospital  payments,  on  the  other  hand,  are  based  on  the 
TOTAL  PLKCLMTAGE  of  low- income  -  patients  treated,  rurthemore. 
legislation  has  been  passed  to  increase  the  components  of  the 
formula  used  to  calculate  disproportionate  share  payments  for 
urban  facilities  in  each  of  t^e  next  .  five  years .  But  the  z^al 
rate  is  tc  rerair.  fixed  at  .*^e  c.3rrent  4%  Isrv*!.  Ir«is  is 
blatantly  unfair. 

In  our  facility.  s\if ficient  low-^incom^  patients  are  Seated  to 
bring  our  add-on  payment  to  approxiaately  22X  (not  k,r,) .  '  If  our 
disproportionate  share  were  calculated  as  the  urban  hospitals 
are.  we  would  receive  SI ,764, 000  annually.  But  since  that  is  not 
the  case,  we  must  leave  S1,V43,000  on  the  table.  I  cannot  begin 
to  tell  you  what  SI  million  fiinn  to  a  hospital  such  as  o\xrs. 

Disproportionate  share,  by  its  very  nature,  is  a  payment  systam 
designed  to  ooopensate  hospitals  'tevating  unusually  large  nvabers 
of  lotr-inoome  patients.  Iftxy  cannot  the  formula  be  the  same? 
Such  discriminatory  practices  are  putting  rural  hospitals  in  an 
untenable  position,  tfe  are  held  hostage  by  federal  guidelines 
that  expect  us  to  refuse  no  one  service  becaxise  of  inability  to 
pay:  yet  we  are  penalised  solely  because  we  exist  in  the 
Mississippi  Delta  instead  of  Jackson,  MS,  or  Memphis.  TN.  Help 
us  correct  this  sitoation! 
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Insofar  as  Medicare  reimbursement  to  our  hospital  is  concerned, 
the  DRG  prospective  payment  system  discoxints  approximately  50%  - 
60X  of  ^aarses.  And  I  remind  you  again,  that  we  are  60%  Medicare 
hy  patient  aia.  I  have  enclosed  an  exhibit  iiiustratin*  the  fact 
that  if  the  r^=r*i  hospital  in  Clar)csdale  had  been  treated  equally 
with  the  urban  hospitals  during  FY  1991,  the  2iWMRMC  would  receive 
an  additional  $769.35  per  discharge  -  or  approximate!  v 
$2,104,942. 

It  «fould  appMr  that  there  is  some  sort  of  federal  squeeze  play 
uxMierway  to  sake  it  economically  impossible  to  practice  medicine 
in  rural  Mississippi  and  therefore  shut  us  down.  It  is 
iaperative  that  someone  thinks  this  si'Cuation  throush  to  the  gria 
consequences  that  will  surely  follow  if  the  goverxanent 
continues  its  present  approach  to  Medicare  reiaborseaent  with 
differing  ptcfm&xxt  scales  all  over  this  countxy.  Ho  business  can 
overcone  stidx  duress. 

When  you  couple  the  disparity  in  payments  between  urban  and  rural 
areas  with  the  fact  that  often  there  is  a  higher  concentration  of 
indigent  patients  in  rural  coomunities .  it  compounds  the  problem. 
Considering  the  desperate  economic  climate  of  the  Mississippi 
Delta  and  the  dixe  predictions  coming  out  of  Washington,  I  fear 
that  health  care  access  to  the  elderly,  to  indigents,  and  even  to 
privately  insured  patients  is  going  to  be  sever ly  threatened. 
Rural  hospitals  simply  cannot  survive  the  cxuiich. 

TWF  PHVgTgTMK'  PLIGHT 

1 

The  whole  ercle  of  health  care  begins  and  ends  with  doctors.  The 
success  of  the  Medicare  program  rests  in  the  %rillingness  of 
physicians  to  participate  in  it.  We  have  44  physicians  on  our 
staff,  and  I  am  so  appreciative  of  their  dedicated  efforts  on 
behalf  of  our  patients.  As  bad  as  the  hospital's  plight  is  in 
fighting  the  inequities  of  uzi>an/rural  reimbursement,  I  believe 
the  physicians  are  penalized  even  more.  Physicians  here  acre 
increasingly  questioning  if  they  can  afford  to  see  Medicare 
patients  at  all.  Again,  discounts  of  50%  -  60%  of  diarges  are 
coononplace.  Physicians  have  totally  lost  confidence  in  our 
federally  funded  programs.  (In  my  docmentation  I  have  provided 
coonents  from  some  of  our  medical  staff  members  which  I  urge  you 
to  read.  They  have  stated  their  case  in  alarming  terns,  and  %«e 
must  not  turn  a  deaf  ear.  ) 

Physicians  point  out  that  even  though  the  sovemment  claims  to 
have  figures  which  in  the  past  have  justified  'tike  disparity 
between  urban  and  rural  reimbursement  schedules;  our  pfaysieians 
working  in  the  trenches  do  not  see  any  financial  advantages 
««faatsoever  to  practicing  in  rural  areas.  More  to  the  point,  %itoef 
should  they  practice  here,  when  one  hour  to  the  north  in  Mentphis. 
Tennessfec.  physiciar.5  are  receiving  '-hr«e  tir>e£  the  reirjb\rrser:ent 
for  seeing  Medicare  patients  as  Clarksccile  physicians.  They 
tell  me  that  it  is  their  experience  that  they  not  only  have  to 
pey  the  same  for  supplies,  personnel  and  services,  but  in  many 
instances  are  required  to  pay  a  higher  fee  due  to  Clarkdale's 
remote  distance  from  maior  izrban  service  centers. 

This  holds  true  for  the  hospital  as  well.  We  are  constantly 
compari^  what  we  have  to  pay  in  the  Delta  for  services, 
personnel,  and  goods  to  «ihat  urbans  are  paying.  And  I  can  tell 
you  that  in  almost  every  instance  we  are  paying  the  same  or 
perhaps  aore  than  those  providers  in  urban  areas. 
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TK^     enlv     hope  thSil — Hi. — 2££  for       iiaoT-ovgd     -reimburggment  -go 

p^^Hr-Sans  in  IS  ^  equal iae    reLtibirraemenr  levels 

>v>i-w^n    tn-baf^  and  r".:ral     provid^T>n.       However.     federal  sources 

indicate  %*e  will  probably  see  oaly  a  reduction  in  urban 
reixubxiTjeient  and  the  rural  rate  will  be  kept  at  the  sane  level. 
This  is  no  answer  for  us.  There  Bust  be  a  redistribution  of 
total  health  dollars  alcr.s  equitable  lines  '  based  on  reasonable 
charges  for  services,  ncz  the  cost  of  eus  in  New  York  City. 

By  199S.  13  of  our  ki*  physieiaxis  will  have  a^xieved  or  passed  the 
age  of  65.  That's  rcusbly  one  third  of  our  Medical  Staff. 
Economic  constraints  ars  caw5  i  ng  aany  of  our  most  highly 
qualified  physicians  to  work  wedcends  in  various  Eaergency 
Rooms  about  the  area  in  order  to  supplement  their  incomes ....  a 
direct  result  of  inade^^iate  federal  reiiaUu. sement  for  services 
rendered.  I  ask  you:  How  are  we  to  recruit  physicians  for  the 
future  under  these  ciromstances?  Uhat  young  doctor  is  going  to 
choose  rural  Mississippi  when  he  can  hang  his  shingle  anywhere 
else  and  be  better  off  financially.  Pantrri>  te  recruit  futMrt> 
healthcare  orof easionals  to  the  Ttaral  Soirth  is  %  ma-ioir  threat  tie 
aeeeas  of  medical  ea-g  f=r  the  elderly  and  everyone  else. 

I  must  mention  the  need  for  some  sort  of  ^anspoi.  tation  system 
that  troold  provide  a  near.s  for  the  elderly  and  poor  to  keep 
doctors'  appointments  and  access  faospital  services.  This  has 
been  docwented  many  ti-res  before,  yet  we  seem  no  closer  to  a 
solution.     It  certainly  is  needful. 

I  also  need  to  comment  that  I  feel  Medicare  has  made  a  step  in 
the  right  direction  to  begin  paying  for  screening  procedures  such 
as  waiiiiMUT  wm  i  and  Pap  smears.  I  andorse  any  efforts  to 
underwrite  preventive  measures  whieb  lead  to  early  detection  and 
diagnosis  of  cancer  and  other  dread  diseases.  This  is  certainly 
a  more  cost-effective  approa^  and  will  sxxrely  result  in  a  better 
quality  of  life  for  our  seniors. 

Probably  the  most  csir.plicated  and  costly  medical  need  for  the 
elderly  is  the  matter  of  long  term  care.  Medicare  reimmcsement 
is  very  limited  at  this  time,  but  clearly  the  elderly  live  in 
fear  of  how  to  pay  for  long  term  care.  The  typical  yearly  cost 
(mostly  out  of  pocke-c)  is  S20.000  for  a  nursing  heme  bed.  and  the 
average  stay  is  tve  yeirs  .  This  is  a  tough  issue  with  no  easy 
answers . , 

**'  i    ■  •  • 

So  where  are  we?  We  kr.cw  the  older  populatisr.  is  atuitiplyiag 
rapidly.  =y  the  end  ef  this  i pi i tiny  there  will  be  seme  31 
million  ■  pes? is  in  the  s5-anc-over  category.  2-/  the  "irae  "she 
entire  Baby  Beer:  generation  retires,  there  will  be  some  £5 
million  «Rericans  cv-cr  is.*  comprisirj:  acou^  ;  r%  cf  tie 
oopwlaticr. . 

Ue  loaov  the  expanded  years  are  attrzbutal  to  advances  in  medical 
technology  which  have  co.Te  to  the  f ore-  sjince  Medicare  was  enacted 
in  1965...  innovations  liJce  antibiotics,  hemodialysis .'  pace 
makers,  cardiac  bypasses,  hip  replacements. 

Tes,  we  are  well  aware  of  the  "greying  of  America",  yet  in  recent 
years  .  the  nation's  birthrate  has  aharpely  declined.  Ve  Imow 
there  are  millions  of  homeless  Americans'  who  are  not  in  the 
sociad  security  system.  Ve  Imow  ^lat  thousands  of  others  are 
unemployed,  or  part  of  the  drug  culture,  or  otherwise  impaired 
and  not  part  of  productive  society. 

What  T  am  saving  is  that:  'there  are  fewer  oeoole  in  the  %*ork  force 

to   Pick   HP   the  big««>^t  Medicare  generation  YCt 

experienced  in  this  coTirtrv.  How  do  we  pay  for  health  care  for 
the  elderly  generations  to  come?  Vbo  has  the  responsibility  to 
determine  when  the  healthcare  provided  is  adequate  -  or 
appropriate?    Something  has  got  to  give. 
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Cozxsress  made  a  promise  to  older  Anericans  in  1965  when  it:  passec 
"the  Older  American  Act.  The  promise,  in  part,  was  that  "the  best 
possible  physical  and  mental  health  which  science  could  make, 
available  without  regard  to  economic  status**  (%/oxild  be  extendec 
to  them).  This  promise  has  certainly  been  kept.  But  you  must 
realize  that  it  is  the  ^xysician  and  hospital  providers  who  have 
K£PT  the  promise  by  bearing  the  brunt  of  uncompensated  care.  The; 
Congress  of  1965  could  not  possibly  have  foreseen  1991  costs.  As 
a  hospital  administrator,  I  am  beginning  to  wonder  if  this 
promise  can  continue  to  be  kept. 

It  has  been  said  that  "without  a  Tision.  the  people  perish.** 
Senator  Cochran,  I  ask  you.  "What  is  America's  vision?**  I 
respectfully  submit  to  you  t^uKt  high  on  the  national  agenda  must 
be  the  nation's  baalthcacce  delivery  system,  particularly  as  it 
affects  rural  physicians  and  hospitals.  Unl^aa  c^nirr^** 
confronts  this     igrog  now  iri1-h     nrm^    tmwh .  objeetivg  action  to 

providers  -that  th«^  ^11  a  hgalthrjn^  rrrit^ia  in  this  eonnt^ 
such  as  n«veir  bgfo^  »«^i<mo^  in  history  of  this  n^t^ion 

It  is  my  hope  that  we  will  be  respoesible  leaders ....  that  we 
will  plan  well  for  oxzr  elderly  now  and  in  the  years  to  come. 
We're  running  out  of  time  in  the  Mississippi  Delta.  If  we  are  to 
preserve  any  vestage  of  quality  healthcare,  we  must  have  economic 
relief  and  have  it  soon. 

Thank  you. 


NORTHWEST  MISSISSIPPI  REGIONAL  MEDICAL  CSKTER.  CLARKSDALZ. MISSISSIPPI 


Subcoomittee  on  Aging 
Wednesday.  May  1.  1991 


INEQUITIES  IN  XJRBAN/RORAL  REIMBDRSDIENT 


A;    Disproportionate  Share 

C)    Comparison  of  Cost  -  Urban  VS  Rur*_ 


Exaaples  of  Medicare  Rei»burs««ent  to  Physicians /Texas  vs  Mississippi 


Code  # 


Aeotmt  Approved 
Madieare  Texas 


Anount  Approved 
Medicare  Mississippi 


90270 


4S.5G 


22.30 


90220 


96.90 


57.60 


90250 


32.30 


22.30 


90935 


93. to 


60.90 


N094S(fI 


201.00 


156.60 
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Dispropor^ioivate  share  payraents  are  adced  payments  tha*  are  maic 
to  a  hospital  that  treats  a  disproportionate  share  oz  low  incctix 
patients .  Low  income  patients  are  those  patients  who  qualify  for 
Medicaid  and  those  patients  who  qualify  for  Medicare  who  alsc 
draw  SSI  benefits. 

Two  percentages  are  involved  vith  disproportionate  share 
payments.  The  first  is  the  percentage  of  Medicaid  patients 
treated  added  with  the  percentage  of  Medicare  patients  who  draw 
SSI.  This  total  is  the  qualifying  percentage.'  Second  is  the 
add-on  percentage  which  is  the  percentage  of  increase  in  payments 
received  by  hospitals. 

Currently  there  are  two  classifications  of  hospitals  In  the 
disproportionate  share  system:    Urban  and  Rural 

To  receive  disproportionate  share  funds  an  Urban  hospital  must 
have  a  miniwnm  qualifying  percentage  of  ISX.  With  a  qualifying 
percentage  of  ISX  an  Urban  hospital  would  receive  an  add -on 
percentage  of  2.5X.  At  a  qxiallfylng  percentage  of  20.2:;  the 
add-on  percentage  has  increased  to  S.62%.  Thereafter,  the 
following  formula  Is  used  to  calculate  the  add-on  percentage: 

< Qualifying  percentage  -  20. 2X)  X  .65  *■  5.6?:: 

The  maxiimsi  add-on  percentage  for  an  Urban  hospital  Is  limited 
only  by  It's  qualifying  percentage.  • 

To  receive  disproportionate  share  funds  a  Rural  hospital  must 
have  a  minimnm  qualifvlng  percentage  of  30%.  Vith  this 
qualifying  percentage  the  hospital  would  receive  an  add-on 
percentage  of  4X.  This  is  also  the  maximum  percentage  that  a 
Rural  hospital  can  receive. 

In  Summary: 

Rural  hospitals  must  have  a  qualifying  percentage  of  30%  to 
qualify  for  a  4%  acc-sn  payment 

Urban  hospitals  need  only  have  a  40%  qualifying  percentage 
to  qualify  for  a  18.3%  add-on  payment 

Also    legislation  has  passed      to      increase    the    comoone.-^tJ  of 

-h*  .a'ro*.'*'  fctmui."*.  'Z£*z  uz  caicjJacf  ^ii  2rr  *-''*r":  .tj-t?  iV.^zt 
Z'r.'.-r^r.'.T     .V-   ^r^  -.::  fi^.li^^*^,  *ich   : :       -     .  ■:-  " 

however  tiie  rural  rite  ii  t ?  •  irtT-air.  fi:<ec  \:::  :rv:.- 

level .  *     •  • 

For  fiscal  year  198S  the  Northwest  KLzsLzsLzz:,  Meiiisl 
Center  received  S321.0CC'  as  a  Dispropcrticnat*  ihar*  Acru^tr.e.nt. 
This  is  the  4%  acc-cn  zi'  the         payments . 

*-  the  NWKRMC  h«'i  se-sr.  ri-eivin?  the  same  ^^rrer.TSv-     i-  -rzir. 
facility    with    the  sirte    screen tajje    cf     l'*w-i;*  ciiis-t.* 
admitted      here.      tr.e    irtount  /the    iiarr  .••^orticr.itf  char? 

adius-anent  wcui<i  have  ieer.  Si. 76%. COO.' 

Prospective  payment  rates  are  made  up  of  three  factors :  Labor 
Related  Factor.  Hon- Labor  related  Factor,  and  the  Uage  Index. 
Separate  labor  and  Mon- labor  rateiare  set  for  Urban  and  Sural 
hospitals.    Each  Ur^an  area  has  it's  own  wage  Inder..  however. 
Rural  hospitals  are  grouped  together  by  state. 

The  following  is  a  list  of  the  discrepancies  in  the  wage  index 
for  Urban  and  Rural  areas: 


Memphis.  TN  .9099 

Jackson.  MS  .9097 

Blloxl-Gulfport.  MS  .8090 

Xll  Rural  MS  Hospitals  .6993 
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The  breakdown  of  rhe  two  other  components  of  the  prospective 
payment  rate  follow: 


UlRGE  URBAN 

LABOR      I  N0K-LA60R 
RELATED     I  RELATED 
I 

2.531.54     I  1.042.97 

OTHER  TIRBAH 
LABOR      I  NON-LABOR 
RELATED     I  RELATED 
I 

2.491.49     i  1.026.46 

RimAL 
LABOR      I  NON-LABOR 
RELATED     I  RELATED 

I 

2.487.04     I  764.43 


I If  the  Rural  hospital  in  Clarksdale.  MS.  had  been  treated  equally 
with  the  Urban  hospitals  during  FY  1991.  the  NVMRMC  vould  receive 
an  additional  S76?.3S  per  discharge  or  aporoxiinately  S2. 104. 942. 


CCHPARISON  OF  COST  -  URBAN  VS  RURAL 


DESCRIPTION  OOR  COST 

Medtronic  #5985  Pacemaker  S  3.700.00 

Medtronic  14011-58  Lead  650.00 

OuPont  Film  14  x  17  146.29/bx 

Disp.  Lap  Pack  J&J  #1259  12.40/ea 

IV  Placement  Units  Jelco  1.33/ea 


URBAN  HOSPITAI 

2.800.00 
585.00 
140.45/bx 
10.19/ea 
. 60/ea 


Ab'oott  Phenbar-'ital  .Kit. 
Syrinse.  33cc  w/needle 
4x4  Gauze. Sterile 

12ply  lOpkg 
D5/LR.  1000ml  -  bag 
8  1/2  X  11  white  20t  bond 
Sixrgeon  Gloves 


iw-5.0C/6a 
5.39/c 

.52/pkf 
.96/bas 
3 . 33/zm 
. 40 /pr 


5.17/c 

.38/pkg  . 
.91/bag 
2.75/rm 
.36/pr 


MORTHUEST  MISSISSIPPI  REGIONAL  MEDICAL  CENTER.  CLARKSDALE. MISSISSIPPI! 


Subcommittee  on  Agiztg 
Wednesday.  May  1.  1991 


Physicians'  Coanents 
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TRAVIS  W.  YATES.  6.  O. 
•OAODCsnvco 

TIMOTHY  H.  LAMB.  D.  O. 


I4IERNALM€0CME 


April  16,  1991 

APR  1 9  1991 

Mr.  Clifford  L.  Johnson,  Jr.,  FACHE 
Executive  Oireccoc 

Korthwese  Mississippi  Regional  Medical  Center 
Pose  Office  Box  I2I8 
Clarksdale,  MS  39614 

Re:    U.S.  Senate  Subcooaittee  Hearing  en  "Barriers  to  Accessing 
Healthcare  in  the  SIderly**. 

Dear  Mr.  Johnson: 

I  read  with  interest  your  aeao  to  the  sedical  staff  regardiog  the  above 
hearing.  From  ay  recent  letter,  I  believe  you  know  ay  thoughts,  however  I 
would  like  to  send  you  sooethiog  in  writing  that  focuses  on  this  probles 
and  not  on  others  that  are  aore  of  a  local  nature. 

First  of  all,  I  would  definitely  agree  with  yoo  that  considering  tne 
cconoaic  cliaate  here  in  the  Mississippi  Delta  and  predicting  what  aay  be 
ahead  foe  physician  reiaburseaea t  based  on  eocrcot  reports  out  of 
Washington,  health  access  to  the  elderly  patients,  indigents,  and  even 
possibly  even  to  privately  insured  patients,  aay  be  significantly  hindered 
in  the  future  due  to  a  lack  of  physiciaas. 

I  would  like  to  re-eaphasize  ay  concern  that  even  though  the  government 
claias  they  have  figures  which  in  the  past  have  justified  the  disparity 
between  urban  and  rural  reiaburseaent  to  health  cars  prsviders,  we,  t.^e 
individual  health  care  providers  on  tne  front  line  do  not  see  any  financial 
benefit  whatsoever  for  practicing  in  rural  areas.  It  nas  been  ay  first 
hand  experience  ovsr  the  last  several  y^^rs  that  we  not  only  have  tc  ray 
the  saae  for  our  »uscli-s»,  personnel,  tr.c  services,  out  it.  siany  instinc*£ 
are  recuirec  tt  r^y  »  ■r.;r.'^?r  fee  sincly  -c  actrsct  seed  person::.?!  a^.rf  tr 
5ce*=  nic-nly  ticr.;:^  i  .c-.-al  «sj ipqc-pt  zp^rjc.r.r  csncitic*.  seca^s-:  ;i 
being  remote^. f  res  aajer  crsan  -c'entari.  I  .roriitaatly  csriparinr  •r.at  -* 
have  to  pay  "la  this  area  for  ouri^  services,  personnel,  and  goods  td  vnat 
others  are  payiag  and  I  can  tell  you  that  in  'alaost  every  instance  wnen  Z 
inquire,  we  are  payiac  the  saae  or  perhaps  aore  ::h«n  taose  ia  orban  areas. 
When  you  couple  zr,is  dissar>ity  ia  payaent  between  zrbar.  and  rural  sreas 
witn  tne  -fact  t.-.a-  t.ier*  i*-  m  aany  *:r.stap.ces  a  iirtar  rsocentr or.  ci 
indigent  patients  .r  tne  average ,  pri-'s pract;  tirrsr '  s  tractire  :~.  zizi'. 
•  r«as  tnaa  m  ^zzs.-,  :i  csrtrooncs  i pcc3l-*.a.  '  tir-lctu.-.  t;.- 
Mississippi  Deiti  irso  is  ccing  two  tnincs 

as  we  can  see  it  today,  aging  and  bccoaing  aore  indigent.  We  do  not  have 
an  influx  of  young  people,  in  fact,  if  the  truth  is  known,  the  younce 
people  are  probably  leaving  this  area.  There  is  no  significant*  laprovenent 
in  the  job  aarket  or  in  industry^  in  this  area,  «ad  when  you  consider  vny 
the  Mississippi  Delta  exists  and  what  its  land  is  aost  profitable  for 
doing,  you  have  to  understand  that  this  will  probably  never  be 
significantly  an  industrial  area.  Based  oo  these  facts,  the  outlook  here 
under  current  governaental  policies  and  procedures  is  very  bleak  for  the 
private  physician  practitioner.  In  order  to  have  •  profitable  practice 
even  aarginally  in  todays  financial  scenario,  tbe  pbysician  aust  have  a  low 
population  of  indigent  and  Medicare  reiabursed  patients  and  the  practice 
aust  be  exposed  to  a  considerable  nuaber  of  yooager,  privately  insured 
patients,  as  well  as  the  elderly  patient  insured  by  governaental  programs. 
This  situation  siaply  does  not  exist  in  tbe  Mississippi  Delta. 

From  t^at  I  can  see  froa  talking  with  colleagues  both  in  this  city  and  in 
other  areas  of  the  Delta,  physicians  have  totally  lost  any  confidence 
whatsoever  in  our  federally  funded  prograas  and  we  see  one  thing,  that  is  a 
dwindling  reiaburseaent  that  ignores  tbe  fact  that  «e  ace  unfairly  treated 
in  rural  areas.  We  have  been  proaised  pie  io  tbf  sky  with  the  resource 
based  relative  value  scale  and  froa  all  predictions  that  I  can  read  now,  at 
best,  priaary  care  providers  aay  see  a  19%  increase  io  their  priaary  care 
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services.    Hhea  you  take  a  pcactice  such  as  nine  and  Oc .  Yaces'  where  we  < 
a  considerable  number  of  procedures  that  are  also  considered  surgical,  > 
Will  probably  see  a  significant  drop  in  those  procedures,   which  wi:, 
obviously  nullify  any  iaprovenent  in  the  priaary  care  increase  that  v 
might  see.     Our  only  hope  for  seeiag  any  iaproveaent  in  reiaburseaent 
this  area  is  if  there  is  soae  equalization  in  rural  and  urban  reiaburseaei 
levels.     However,  froa  what  %#e  have  seen  fcoa  the  government  recently,  \\ 
will   probably   see   a   reduction   in   urban  reiaburseaent   and    the  rurj| 
reiaburseaent  kept  the  saae.     As  an  example,  we  bad  a  physician  whom  yi 
know  «iell,  leave  here  recently  and  aove  to  the  Houston  area.     After  he  w] 
in  Houston,  Tx  for  soae  time,  he  phoned  Or.  Tates  aod  myself  to  inquire  b< 
things  were  going  and  informed  os  that  be  could  not  believe   it,   but  w 
receiving  approximately  $56.09  for  a  routine  daily  hospital  visit   in  tt| 
Houston  area  when  he  received  approximately  $26  or  $27.00  for  the  saa 
service  be  was  delivering  here  in  Clarksdale.     Bis  coaaent  to  us  at  thil 
tiae  was  that  he  was  paying  the  saae,  oc  lass  for  his  Housing,  the  saae  » 
the  grocery  store  and  in  other  aercbaots  in  bis  area,  and  that  his  practic 
costs  were  not  any  higher  in  his  estimation  in  the  Houston  area  than  the 
were  in  the  Clarksdale  area.     »e  have  beacd  this  tiae  and  time  again  fro 
other  physicians  that  t#e  aeet  when  we  go  away  to  aedical  acetings  in  urba 
araas. 

wnen  you  consider  that  the  average  board  certified  physician  has  spent 
total  of  twenty-four  years  in  education  froa  the  firs:  grade  on  up,  i 
should  be  a  surprise  to  anyone  in  Aaerica  that  this  person  expects  to  b 
financially  secure  in  nis  zz  ner  Iifetiae.  This  is  especially  true  whe 
you  consider  the  coaaitaenc  in  tiae  away  froa  the  family  anc  cne  cosaizjter. 
zo  being  availasle  nisnt  ar.c  cay  that  tbe  physician  has  to  sake.  I  ca; 
~3ll  you  tnar  after  spencir.c  eight  years  in  practice  in  zr.is  area,  trymc 
"i'j  best  to  see  tb«  insured  a.nd  the  uninsured  patients,  anc  to  give'ai: 

patients  equal  care  and  the  best  of  care,  I  personally  as  very  discourager 
over  the  fact  that  ay  financial  situation  is  hardly  better  now  than  it  wa: 
on  ay  arrival  in  Clarksdale  m  1983.  If  X  snouid  decide  to  leave  thii 
area,  it  will  not  be  without  considerable  deliberation,  because  I  feel  i 
have  aade  a  coaaitaent  to  ay  patients  and  to  this  area.  However,  I  car 
also  tell  you  that  as  each  day  passes,  and  as  Z  read  each  new  article  about 
the  way  Congress  is  handling  Medicare  budget  cuts  and  physiciarJ 
reiaburseaent,  I  aa  aore  and  aore  convinced  that  I  aust  seek  a  medical 
practice  in  an  area  where  X  can  serve  a  younger,  aore  well-insured 
population.  I  aa  not  opposed  to  cost  containaeot  in  the  field  of  health 
care,  but  as  a  single  practitioner,  I  cannot  bear  the  burden  of  decreased 
reiaourseaents  that  X  have  had  to  bear  over  tbe  last  eight  years.  It  is 
simply  not  possible  and  no  aatter  how  auch  I  tmuld  hate  to  leave  this  area, 
or  how  auch  I  would  hate  to  tell  ay  patients  that  they  all  had  to  find  a 
new  doctor,  I  still  have  my  own  welfare  and  the  welfare  of  my  family  to  be 
concernec  about.  7  can  a«s-jrc  ycu  tha-  ir.  the  ere  z-.  -:s:ir.  --i:'.  :  -. :  :  r-. 
».'hat  is  iisu  f;ir  my  far-ily. 

Thank  you  for  inviting  ay  coaaencs.  I  certainly  hope  that  they  will  assist 
you  in  this  hearing.  If  I  can  be  of  any  factbac  help  in  any  way,  please 
do  not  hesitate  to  call.  * 

Sincerely, 


laothy  H.  Lamb,  D.  0. 
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Pat  S.  Bxirke.  M.D. 
Medical  Arts  Building 
Evelyn  Street 
Clarksdale.  MS  38614 


Thank  you  for  as)cing  me  for  my  comments  regarding  the  elderly  and 
barriers  to  good  health  care.  The  elderly  people  of  this  country 
believe  that  if  they  have  Medicare  it  will  pay  for  everything 
that  a  doctor  offers.  Doctors  are  trying  their  best  to  give 
good-quality  nedical  care,  and  in  order  to  do  so  they  need  to 
have  money.  Trying  to  convince  some  of  the  elderly  people  that 
Medicare  will  HOT  pay  is  hard  to  do:  and  the  ones  that  do 
understand  refuse  to  sign  a  form  stating  that  they  will  pay  when 
they  feel  they  are  already  paying  a  high  price  for  Medicare 
coverage.  Most  of  the  elderly  are  on  limited  incomes;  and  many 
have  minimal  education  and  really  do  not  iinderstand  all  the  rules 
and  regulations  that  are  involved  with  Medicare. 

Listed  below  are  several  examples  of  what  doctors  are  facing: 

1.  Chest  x-rays  are  not  reimbursed  as  a  screening  exam.  Chest 
x-rays  are  needed  on  people  yearly  due  to  the  incrase  rise 
of  lung  cancer  and  cancer  in  general.  Most  of  these 
patients  are  60-^  and  have  been  cigarette  smokers  for  many, 
many  years  and  have  either  developed  Emphysema.  Chronic 
Obstructive  Pulmonary  Disease  and/or  Cancer.  These  elderly 
patients  are  on  limited  incomes  and  most  cannot  afford  to 
pay  for  those  services  that  Medicare  does  not  reimburse.  A 
simply  chest  x-ray  picks  up  more  pathology  for  the  money 
than  most  other  diagnostic  tests. 

2.  EXG's.  This  is  a  necessary  test  in  the  diagnosis  of  heart 
disease,  and  no  information  can  be  deteraiined  unless  the  EKG 
is  done  while  the  patient  is  ir.  distress.  Most  of  the 
patients  have  some  prior  heart  disease  and  need  follow-up 
^<G's  on  a  yearly  basis  to  cnsur*  good  patient  care. 

I.  Loi  work  in  zht  coctorst  oiric??s.  Hivi^g  &  patient  in  t.-.*- 
of fice.  who  has  diabetes'  that  -  not  uncontrolled  due  to  diet, 
medication,    etc.,    and  tiTavihg  to  wait  for  lab    results  from 

,  other  reference  laboratories    for  3-6  hours  can  be  quite 

irritating  to  the  patient,  the  doctor  and  the  staff.  Office 

,  testing  is    essentia^    to    timely    diagnosis    and  treatment. 

Prompt  lab  voxx  is  nejeced  to  deterriine  the  cause  of  the 
patient's  illness  and  to  .det-rrine  proper  medication.  I" 
would  certainly  reduce  one  of  the  "barriers  to  health  cars" 
if  the  patient  could  icome  to  one  .place ,  be  tested,  and  learn 
the  results  of  the  studies  withi.r,  riir.utes  instead  of  having 
to  send  him  several  places  and  still  not  know  anything  about 
^ei.  Ul„e„  until  1.^.  in  -^.e         cr  even  the  next  day. 

It  is  uniust  that  people  in  Califorr.is  and  New  York    pay  the  same 
Social    Security    percentages      as    .people      in     the     State  of 
I  Mississippi;    but    services  reijnsxrrses  by    Medicare  are  radically 
different   in  fact,    about  3  -  .*  tL-aes  less. 
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Reijnbxsrsement  to  physicians  in  the  Mississippi  Delta  is  less  than 
anywhere  else  in  Mississippi.  This  is  not  right.  It  costs  as 
much  to  live  in  the  Mississippi  Delta  as  it  does  on  the  Coast  or 
Jadcson.  Therefore,  why  penalize  the  doctors  in  Mississippi  for 
having  low  charges  back  in  1965  when  Medicare  %fas  introduced?  ; 
Physicians  should  be  treated  equally.  | 

The  American  Hosptial  Association  says  that  people  with  cardiac 
arrhythimas  on  prescriptions  need  to  have  a  Holter  Monitor  exam 
3-6  weeks  after  a  change  in  dosage  or  a  change  in  medications 
in  order  to  control  the  rhythm.  Medicare  will  only  pay  for  a 
Holter  Monitor  every  6  months.  Why  should  doctors  not  get  paid 
for  giving  the  elderly  the  best  care  possible?  | 

This  is  just  the  tip  of  the  iceberg  1  These  are  only  a  few  of  ^ 
the  problems  physicians  must  contend  with  daily.  ' 


ROBERT  RAY  MCGEE.  M.D. .  F.A.C.P. 
P.O.  DRAWER  909 
CLARKSDALE.  MS  38614 


TO:      CLIFFORD  L.  JOHNSON.  JR..  FACHE 
EXECUTIVE  DIRECTOR 

NORTHWEST  MISSISSIPPI  REGIONAL  MEDICAL  CENTBl 
CLARKSDALE,  MS  38614 

RE:       BARRIERS  TO  HEALTH  CARE  FOR  THE  ELDERLY 


Adequate  and  accessible  primary  care  is  said  to  be  a  major 
problem  for  patients  generally  and  Medicare  patients 
particularly . 

I    run  a  primary  care    office.      About    50%    of    my    time    and  my  i 
employee's  time,  is  devoted  to  paperwork.    My  practice  is  heavily 
weighted  toward    Medicare.      Medicare    accounts    for  an  excessive  i 
proportion  of  this  paperwork.  *  i 

Medicare  pays  approximately  50%    of  my  xisiial  and  customary  fee.  I 
accept  3ssign=»ent  ci  all  patients.      Medicare  limits  my  total  fee  ' 
to  somewhar  less  than  60%    of  what  I  charge  other  patients  and  ."ny 
basic    fees    are    quite    modest.      Therefore,    I    am  discoiiraging 
further  new  Medicare  patients. 

Ihgrg  is       ggflvg  inequity  4«  M^^-/-^y>  r^^^^in^  >^t^mmn 

high   oavinn  gpggiaitigff  «»4maTir  r.^^  gpggjfllifftg,  Efi£ 

infftmggt  an  ophthalmologist  does  a  c^f^y^^  r>«^ji<-4«n   I  hflvg 

tP  ^  flbffUt  ^0  office  visits  to  be  paid  what  he  Is  paid    for  one 

operation.  I  can  see  about  four  of  these  patients  in  the  time  he 

dggg  gnC  gPCratigni  So  his  homrlv  fate    jff  IS    f^f^*  14 n^. — Sus 

worse  is  that  I  have  to  fill  out  60    fAMim  forms  feo  eonal  what  he 

wiiggtg  with  gnc  fgnn- 

This  is  just  one  small  example  of  the  inequities  and  frustrations 
that  permeate  the  Medicare  system  as  seen  through  the  eyes  of  a 
primary  care  physician  in  the  Mississippi  Delta. 
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NQgTHVgST  MISSISSIPPI  gCGtOWAl  MEDICAi  CWTEP 

POST  OmCS  %OX  1218    •   ClAAKSDALL  MS  3S«14    «    (Ml)  627-Sll 

April  19,  1991 


Mr.  Clifford  L.  Johnson,  Jr. 

Executive  Director  ^ 
Northwest  Mississippi  Regional  Medical  Center 
Clarlcsdale,  Mississippi  38614 

Dear  Mr.  Johnson: 

This  is  in  response  to  your  letter  of  April  15,  1991,  relating  to 
the  O.S.  Senate  Subcoonittee  hearings.      Over  the  last  two  years 
and  especially  extending  into  the  current  year,  there  has  been  a 
noticable  decrease  in  remuneration  of  those  services  perfomed  for 
medicare  patients.      This  influence  on  the  physicians  in  this  area 
is  magnified  because  of  the  large  number  of  such  patients.  Other 
factors  such  as  a  large  medicaid  constituency  as  well  as  a  significant 
portion  of  patients  who  are  charity,  produces  a  certain  degree  of 
sensitivity  to  any  changes  in  remuneration. 

In  attempting  to  recruit  other  physicians  or  technicians  we  are 
in  many  ways  unable  to  compete  because  of  the  differences  in  salaries 
and  fringe  benefits.      When  these  people  can  receive  better  salaries 
elsewhere,  sometimes  up  to  two  to  three  times  as  much,  as  well  as 
other  more  attractive  incentives,  it  is  extremely  difficult  to  convince 
them  to  practice  here  or  in  similar  locations. 

I  also  question  the  methodology  in  arriving  at  the  data  utilized 
for  determining  geographical  cost  indices  and  wonder  whether  these 
were  adequate,  dated  or  improperly  weighted  as  to  value  or  priority 
given  to  certain  data.      Z  am  also  concerned  whether  the  information 
regarding  the  factors  involved  in  the  practice  and  delivery  of 
medical  care  was  appropriately  based. 

At  any  rate,  should  the  trend  continue,  there  may  well  be  areas 
in  this  country  and  in  particular  the  Delta  of  Mississippi,  which 
will  be  extremely  short  of  adequate  physician  coverage. 

Willies;  S.   Pollard,  M.D. 
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Anne  E.  Brooks.  0.0. 
Tutviler  Hedical  Clinic 
Tutwiler,  MS  38963 


With  only  3  physiclABS  remaining  in  TallahAtehie  county,  and  only  one 
in  tbe  east  side,  the  question  is  raised  about  recruitment.    There  are 
several  items  to  consider. 

1.  Health  Corps  physicians  are  hard  to  find,  .as  most  have  paid 
back  their  scholarship  time. 

2.  Physicians  naed  enough  patiencs  to  support  a  practice;  this 
impiias  a  fairly  high  percentage  of  patients  who  can  pay  or 
«fho  have  third  party  payers  that  do  not  deouind  a  huge 
deductible. 

3.  Physicians  in  many  eases  are  reluctant  to  provide  care  to 
large  numbers  of  Hedicaid  and  Medicare  patients  because  the 
reimbursement  is  so  poor. 

4.  There  are  a  number  of  small  communities  in  the  county.  Many 
paople  live  in  old  plantation  housing  on  back  roads.  Without 
public  transportation,  seeking  medical  help  becomes  a  major 
problem.    Many  do  not  receive  necessary  care,  so  that  t'hen 
they  do  finally  come  to  the  doctor  or  the  emergency  room,  they 
are  much  more  ill.  ^ 

5.  With  the  threat  of  malpractice,  many  physicians  practice  "defensive 
medicine*  and  feel  vulnerable  when  access  to  testing  or  specialists 
is  not  easily  obtainable:  hence,  they  tend  to  locate  near  large 
hospitals  or  in  large  cities  where  such  services  are  available. 
(Again,  this  brings  up  the  problem  of  transportation  when  patients 
require  special  care  in  Memphis  or  Jackson .  ) 


GECRGE  C.  FX7RR 
MCWILLIAXS  BUILDING 
CLASKSDRLE.  MS     3861  i 


Access  to  medical  care  for  the  elderly  in  rxja>al  areas  is  ! 
influenced  by  lower  allowable  charges  on  the  part  of  Medicare  to  , 
rural  physicians  and  hospitals.  Reimbursement  in  rural  areas 
creates  a  negative  incentive  to  physicians  and  will  ultimately 
reduce  the  number  of  practicing  physicians  in  the  Delta. 
Medicare  lowers  the  reimbursement  to  Delta  physicians  per  capita 
approximately  66X  of  urban  areas. 

Lower  allowances  also  retard  the  medical  profession's  ability  to  j 
do  research  to  unoov«r  causes  for  causitive  agents  that  may  be 
contxibuting  to  many  chronic  conditions  in  the  elderly.  If 
certain  chronic  conditions  (such  as  cancer,  heart  disease,  lung 
disejases,  kidney  disease,  neuro  and  ne\;ro -muscular  diseases, 
etc. )  could  be  reduced,  ouch  misery  and  medical  expense  co\xld  be 
alleviated  and  a  more  enioyable  life  could  be  realised  by  the 
elderly  and  save  the  government  billions  of  dollars  as  well. 
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Tlie  area's  widespread  poverty  is  matdied  oily  by  tke  self-sacdfice  ef  its  few  caregiveis. 


;APTXVtooNSCVB<TlA«SACaAMA.NAMtvcOATOiLAHNC>aoocrs'  ■wedefiheirown.NocdiorVieksbttts, 

41  doecadi  CD  d»e  mc  (fadnds  of  die 

dioie  aor  cfae  Tutwfler.  MS.  poK  efSee  widi  a  sore  back.  He'd  been  ehoppiae 


ia  a  acatbj  field   «o»in{  mechodteaJKr  up  and  down  the  vows,  dif-    savbcaiu.  alon;  with  die  resiea's 

aeweu  asnaiicitnl  preduec.  £ua- 
widiabee.  Ute  raest  of  TaUahaedue  Couaty's  faideaa.  he  was    amedcMSsh.  And  af  oooae.  dwe  a 

ihe  asp  dBc  aade  dK  Oela  whac  h  8 
Waek.  o  As  a  ouoer  of  phacxpie.    Oriesas  n  Meaiphis.  US.  Hicbwav61     mAxy.  cdmpil 

nushiy  puaiieb  die  Misbnppi  River      Taae  aad  apia  I  ducumcu  sicBa< 


BY  FRANIC  CLANCY 


aad  passes  widiia  20  aiaei  of  all  bac 
one  of  die  tDwa  I  viaked.  k  ws  mj 
Ska  B  sucsesc  ways  for    life  line,  die  read  »  which ' 
recuraed.  for  aosi  of  doe 

pasieas  bo  help  dieaueWea.  Ia  dus    ceo  saafl  aad  eoo  poor  even  to  have  a    ^duac  badL  la  dte  DdcL  heaidi  aad 


iplex  aad  frwnuag  as 


dtac  che  ana  ip<i  ud  die  weekead  in 
ued.  pacoac  hac  floweb  oa  his  bade  aew 
aad  rhm.  She  dm^bc  far  a  awmeac 
dica  asised  if  he  bad  hoc  wacer.  "No 
eix'af&.Idaa'c*beaBldher.  ^Sutlean 
botdieketde."  Hawf  she  asked.  Til 
go  aaaade.  haul  die  wscer  aad  ehep 
soew  wood,' he  sud.  *dtea  SBR  a  fire' 
Biaoia  ooW  hits  eo  vest  ta  bed.  aad  per- 
haps  adc  a  friead  OD  nxb  his  bade 

I  had  "one  co  Tutwiler.  a  town  of 
l.!76  where  W.C.  Handv is  said  x  ^.svc 

iii.-r.ir!;  w:»y  biiCk  .■\»c;iaKA.  ir. 
sissippi  aad  aemss  the  tunl  Sousi.  a:s 
less  healdiy  aad  dyiaj  fooajer  caan 
xt^  white  aeigfabors— what  phrsi> 


For  tmo  weeks  ia  May  sad 
Juae  I  aisemsed  fhe  Dds  ia  search 
or  rtoraxi.  atuses  aad  pabfie  beaidi  of* 
ficijh        nit^nc  pro^^de  aaswess.  I 


Caioitaa  ca  Louisiana,  (hat  sake  uc  the 
s»<3iled  screke  beic  sad  have  die  hi§h- 
esc  ta^c  eioralinr  races  ta  die  US. 
But  in  die  Oeka.  where  bbcks  coast:- 
aue  about  70%  or  ae  poouiseen  sad 
atany  are  dcaprnrHy  poor,  tae  pnb' 
'icrts  are  i>c  most  aonca.iascgs  of  onv 
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3Din  New 


92 


rdacively  prespcfous.  As  che  scac  oi 
Ouicman  Ceuncy.  it  stBoins  a  decern- 
toed  middte  dss.  Buc  soon  I  learn  it 
is  dM  whice  side  or  Marks  due  seems 
ptosperous.  fiar  to  housing  is  se^resac- 
ed.  die  oUroad  aacks  as  rigid  a  divider 
s  die  old  Beriin  WalL  As  widi  le«al 
sesresiDon.  separate  does  not  mean 
eqtat  On  die  odier  side  of  die  cncks 
ai<e  Mocks  of  crooked  wooden  shacks, 
onay  buiic  shoc^un-scyle.  «rich  rooms 
sacked  one  behind  die  odicr.  On  one 
side  of  fbe  oaeks  aie  soeec  signs  and 
life  hydfaacs.  ea  the  odier.  aeicher. 
Yec  tuutf  bbdc  bmilks  have  pbnced 
flowcts  in  window  boKcs  and  in  dieir 
fioBC  yards. 

Aiello.  a  small,  dark,  gregarious 
woono  who  soil  reaios  a  soong  Chica* 
go  aocenc.  traveled  diroughouc  che 
Soodi  before  seeding  in  Marks  nine 
yeais  aga  One  of  Marks  s  cwo  doctors 
had  died  of( 

iaa  ms  ofFioe.  and 


'?oor  iladc  Imericajs.  in  tezms  of  thai  kealtk  caze,  get  vzitta^  Wiien  the  Pnblic  Health 

Senice  ays^^We  don't  wsnt  yon  to  go  to 
Tdnia,'  what  they're  saying  is,  "Well 
let  tho^  wor,  rniai  hiad  people  die." 


aedtdne  are  linked  inextricably  to 
munbing  poverty.  Uck  of  educadon 
and  a  social  stnicaire  io  whiea  auny 
blacks  remain  fundamencally  power- 
les.  unable  to  eonaoi  d^ir  own  lives. 
AJl  Of  these  fbrees  are  as  entwined  :n  !o- 
cai  culture  as  the  ivy  chat  overwhcim* 
abandoned  buildinp  scattered  across 
the  landscape.  If  the  pata  of  3rooks's 
pabent  cannot  ettdreiy  be  attributed  to 
race,  neither  can  ace  be  absolved: 
White  people  do  not  chop  cotnn.  and 
■MR  white  people  do  not  live  in  houses 
widMut  stoves  and  ninnittg  water. 

I  learned.  moR  Of  all  SrotB  the  stories 
I  heard.  One  aucse  told  me  about  a 
man  who  stood  at  die  edge  of  a  field 
waving  a  «vhi:e  fbg  a  ;et  a  csop  -iuster 
know  where  »  spray,  wearing  oniy  a  T- 
thin  and  jeans  to  srxecs  htm  from  rata- 
in^potscn.  .A  pnvsiean  desctbes  J  sa- 
lient hospicalizec  witr.  must^c 
gastrointesdiul.  ;niaary  txac:.  iiver  2nd 
skin  ailments  ifter  a  sprtn;  -^ind 
>oaKs=  him  .leroictcc  >.e  vas 
peoha*  mto  a  contaiaer. 

la  .Mound  3avou  I  heaxeacou:  s  sua 
who  lost  as  mani:  jacatring  joo  Trrnitr 
ae  misses  wors  3  *z:  A-»'5*.-s.  zr.-, 
coc»r  »ic  me  a  Jmmer.  t-.c«« 
pioyen  "con":  want  aiesi  »      ra  a 
iocar  rrea  if  stsr  re  Toiz-ist^  ' 

I  heard  of  one  mocier  •»-ae  \zt 
infant  just  rwica  a  day.  waer.  tae  zzz. 
and  of  peopie  z'srcss  to  zsoosc  se- 


medicine,  becaase 


ey  (or  horii 

When  black  people 
iathcDdcaaedt 
eal  care,  it's  not 


OR.  RONALD  .MYERS 


:d  it  the  OePorres  Health  Center, 
a  t7th<ceatury  Peruvian  saint  who 
worked  among  and  healed  the  poor. 

in  Tiitwiler.  the  nuns  m- 
the  dinic's  waiting  room. 
Poverty  is  the  most  overwhelming 


B  a 

whute  lot  difTereiu  mm  die  owsicai 
problems  anyplace  in  our  eottntry." 
saysSrooks.  'I  dunk  peopie  are  sicker 
longer  oeibre  they  get  help,  because  of 
lack  of  money  aad  :raasportat:on. 
VVnea  wc  Saafly  get  diem  ia  sk  hosa:- 
ai  dwy're  auKb  weoB  a£' 


-:s  A  MOT.  sw  >io«Ni>sc :  zkxz  tz 
Marks.  20  miles  ttonh  of  Tecwiier. 
vnerr  i  hare  Anaags^  » laa-Tx-y  is- 
oiser  C^dwlic  aim.  0&  Maislya  .-^ieda 
Wlta  giaat  oak  trees  shading  wea-kept 
wQodsa  aeoMs.  aK  aowa  at  atst  aesais 


pie  ia  dK  .Mississippi  OelcE  They  are 
ill  because  they  don't  have  the  re- 

» .'cmain  wciL  "Your  weaithi- 
cr  peopie.  with  ears.  die>'  can  tra^-e:  » 
Carksdale.  w  Memphis,  to  Oxford.' 
STcs  die  iS-veaT'-jid  .\ie:la  'But  vocr 
poor  aessmc  vcr>-  *ic.<c  ind  die.  I  =sr. : 
70U  ;:cw  mssy  people  carr.s  -r.zz 
dK  sieic  who  have  ne*.ier  seen  a  docur. 
aad  are  lenoushr  tick-  -not  so  much 
arc  SWTS,  because  I've  besa  here  ii- 
sw«  ;=-*  "ssa.  But  ia  ±e  beyaaia;  r 
was  rery  eomaonciaee.  They  jusr 
■xcv.^  :  ^  'zezz^-c  •:       io  hjr-  :".  : 

acsjsr-." 

.'JsiQur:  «ie  Tas  w  z  nme  die  wiv 
pin-sicsa  :n  me  jaunty,  .\ieiio  Jiose 
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Marks  i 


she  found  another  void    »d  choc  a^n  r  many  of  dvac  Amcn< 


as  deep  aad  agsiTiaac  as  cbe  afaaenee 


ehro«gh  Bacesville  (about  :o 


BO  chca  amd  help  'ideaaff  *ad 
further  their  iwLiuu   .ui  ti1>ni  in 
she  ays.  "SooK  of  (he  pbeei  «e  «eas 
CO.  as  aoefa  as  there  was  a  medical 


o»a  doctor.  The  poor  aeed  peepk  aiiles  ease  of  MarksJ.  Icj  ,  jtesdv 
•ho  ha«c  a  syapBhetic  eac  who  win    aream  t»p  aonh.* 

AkUe  would  bke  Mxhms  better  dun 
eo  help  hMTMarks's  social  divisieu 
alone  wiA  ia  dtimr.  A  lunober  of  Ae 
mmn't  whkes  dooace  money  to  jup- 
part  Beis's  wwfc.  aod  araons  -^ielio  i 

„  _  ^        -  -   padeots.  white  aad  black,  there  :s 

We  fete  that  wccwiidoflcrMmc-    firieadiiocsa  aad  lespeec  "We  don 


(fciag  beyond  health  ORL 
That  inmiiffiii  aighcbeai 


•MC  to  divide  people'  Aiello  says, 
^e'le  {oinc  eo  50  home  eremuallv. 
The  ruintiou  ii.  WiO  we  lerre  diinp 


 >acedmeawtei*e 

ia  sheds  behiad  ether  people's 


CCO^en^AMG  EYH  CUNIC.  P.A. 


'Jr. : -sc     13*35  Senat* 

I  ucclc  'fke  tc  C3':  ycur  ar^ehxicn  ic  2  prcvisicr.  csi'ec  "O-t- 
satt-sr.t  Ser-^^ces  L:n>:  taticn"  enfcrcsc  5v  f"«^ic3re  tn  •••r!:cn  as  of 
1  L^ser    procffiurec    cs<2ec  6722S.    bSfiSS.    bo762.    fccTfel  are 

ccr«:ie-»^        office  crsc»iure«. 

r**      T?.'     Z'  'C— 5^icr    ,•  ■  "~  "C^*.?!*"?     S'J^'^'Cr  ■  "*•»••.    I    •••t-  '*"r*^f*?C 

-co* t : cr * r.q  re«,-e»!tsc  r~-2"t  if  I  vere-Tr  -c  tr^is  srccsc-jr-s  ir.  a 
frr-  3tir.c:r.5  3fr£c Is "rry  care  centsr:  '!  wctjJ-:  5e*.  ry  rey^j'.^r  fee 
si'j^  t^e  saculatcry  csr.ter  wculd  ^se*  a  rac^'^ty  fe*.  It  is  also 
:r;tere5*.*oo  to  note  triat  tr?:s  facM  i fee  is  e«ac-'y  -r^e  sasw  as 
wr:ar  rr**  ?»C5D:"tal  cr-jner-'y  rece»*-?<r5.  »f"isr  furtr^r  scs^icns. 
:t  acee^r-s  I  cr.ly.tf^rse  cp tiers. 

^ '        I  tc^j'^  ^       isy    '  1?  y^*?  2t    ^^e  ?*cs?**3'  2^ 

=-»r.a :  •  rr*:  -'TZ  cr.  sv  r* : ssursejaer.t  ••.•^••t' I  rc  tr:i. 

r-^     !     tcc'c  CO  T*/  '2*3-    SJjrgery  2-  *  -stare  =       s-'rcc ^ a trry 
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Presently.  I  am  takir;*;  3  AOZ  less  uith  e*j«ry  laser  prccsdure 
listec  asove.  I  do  •'"C*  ?n2ve  the  cpt^cri  cf  r.un:cer  f-*o  asc*ye  cr 
nuacer  three  uhich  ?s  toe  expensive.  In  check  ins  with  seme  of  my 
cohorts.  it  appears  thot  the  doctors  uho  are  performing  laser 
procedures  in  the  larger  cities  have  the  use  of  free  standing 
aofculatcry  care  centers  and  do  not  see  this  prebJeffl.  However. 
se*/eral  of  my  cohorts  uho  are  practicing  in  rural  areas  of  the 
country  are  taking  a  aqz  loss.  I  fully  understand  that  the 
Pled* care  system  'n  Sudcet  crisis  and  cuts  fcust  nade-.  It  is 
noted  that  the  1.2*«r  procedures  listed  afcove  have  already  been 
cut  2Z  this  year  and  ui 1  be  ojt  22  again  fo^  total  ccnsecutlve 
of  thrse  years  for  a  tctal  of  24;  reduction.  I  can  tolerate  this 
in  uhich  all  physicians  are  treated  ecuaily,  h«uever,  the  AOS  cut 
as  described  aocve  appears  tc  be  singling  out  physicians  in  rural 
areas  and  I  feel  that  this  is  very  unjust.  I  ccn't  understand 
why  the  rural  hospitals  canr^ct  te  reimbursed  like  the  free 
standing  anbulatcry  care  centers. 

Your  attention  to  the  above  problem  uill  be  greatly  appreciated. 


"^cur  s  s  i  ncere  1  . 

V  :ctsr  G.   Psr.g.  f-!.  0 . 

FACTS : 

Medicaid  allows  S  prescriptions  per  Bonth.  Medicare  allows  none. 
PROBLEMS: 

Modicaid  requires  tha  usa  of  genoric  drugs  uhanaver  possible. 
This  aeans  that  quality  control  is  quastaonmble.  (Eacant  nans 
stories  highlighted  the  fact  that  sone  generic  eoapanios 
sabsitted  brand  naae  drugs  to  the  FDA  for  approval  as  their 
product.)    Doctors  find  that  when  generic  drugs  are  used  for 
heart  arrhyth&ias  or  diabetes,   it  is  not  uncoaaon  for  a  patient 
to  suddenly  becone  ill  fros  lack  of  proper  treataent.     In  aany 
cases  this  requires  hospitalisation.  And  not  infrequently. • a 
diabetic  has  to  go  on  daily  insulin  injections. 

Elderly  patisnts  tend  to  have  anltiple  health  problaas.  Those  who 
do  not  have  Madieaid  (and  it  is  not  uncoaaon  for  a  cost  of  living 
incraase  in  Social  Sacarity  to  buap  soaoone's  ineoae  a  faw 
dollars  abova  the  Medicaid  IotoI  so  they  lose  it)  hare  to  pay  for 
aadicinas  oat  of  their  aeagar  inooaas.  Most  coaaoaly,  this  aeans 
thay  do  not  gat  the  prescription  filled;  dn  altamatira  is  to  cut 
back  on  thair  food  purchases  in  order  to  buy  their  aadieation. 


MB  -  71  year  old  white  feaale  on  Medicare. 

Diagnoses:  angina,  high  blood  pressure «  hsrperteasitre  neart 

disease,  degenerative  disc  disease,  vartigo, 

arteriosclerosis. 

Medication  (aonthly)  $144.25 
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UHH  -  92  year  old  blacK  f«B&le  on  Mediemre. 

Diagnoses:  end  sCMe  heart  disease  with  frequent  episodes  of 
heart  faiiare  and  water  on  the  lung;  chronic  obstructive  lung 
disease,  degenerative  joint  disease,  osteoporosis, 
diverticulosis.  high  blood  pressure.  «arly  kidney  failure, 
aneaia.   ceigh::  loss. 
Hedications:  $40 1 . 98/aon th . 


IMT  -  48  year  old  black  feaale  on  ^fiedicaid . 
Diagnoses:   asthaa.  diabetes,  hiftji  olood  pressure, 
hypertensive  heart  disease,  re^eni  blood  clots  in  her  leg 
Medication  is  $40.25  over  what  rfecicaid  alloos  per  aontr. . 

!»RTHWEST  MISSISSIPPI-  REGIOHJIL  MEDICAL  CEWTni,  CLAHKSDALE. MISSISSIPPI 


Subcoomittee  on  Aging 
ifednesday.  May  1.  1991 

Recruitment  Probleas/ 
Aging  of  Physician  Staff 

NQRIHtfEST  MISSISSIPPI  BEGIOSAL  MEDIC31L  CtlTThM. 
MEDICAL  STAFF  SPECIALTIES 
DOCTOR  SPECIALITY  AGE 


1991 

1995 

Dr. 

Marilyn  Aiello 

General/Family  Practice 

54 

58 

Dr. 

Rodney  Baine 

Emergency  Medicine 

46 

50 

Dr. 

Michael  Ballentine 

OB/GYN 

38 

42 

Dr. 

MUce  Barr 

Orthopedics 

37 

41 

Dr. 

Joseph  Ba'&taile 

Psychiatry 

C  £ 

90 

60 

Dr. 

Dave  Berryhill 

Intexaal  Medicine 

44 

48 

Dr. 

V.  6.  Bobo 

Internal  Medicine 

71 

75 

Dr. 

William  Booker 

General /Family  Practice 

36 

40 

Dr. 

Anne  Brooks 

General /Family  Practice 

52 

56 

Dr. 

.Pat  Burke 

Internal  Medicine 

5C 

54 

Dr. 

Van  Bumham 

General/Family  Practice 

71 

75 

Dr. 

Joe  Campbell 

General/Family  J^actice 

56 

60 

Dr. 

Charles  Cesare 

OB/GYN 

36 

40 

Dr. 

Bili'  Clark 

••iUdiolog? 

30 

54 

Dr. 

Tom  Cooper 

Ophthalmology 

47 

51 

Dr. 

Johnnie  Cunnings 

Ihtetnal  MedicixM 

34 

38 

Dr. 

Donald  Ellis 

GYK  -  CoxisnltlQS 

70 

74 

Dr. 

Marshall  Ellis 

Eaergancy  Medicine 

65 

69 

Dr. 

George  Furr 

General/FaBily  Practice 

76 

80 

Dr. 

Jonathan  Harris 

Internal.  Medicine 

36 

40 

Dr. 

P.  V.  Kill 

General  Surgery 

46 

50 

Dr. 

Scctr  Houston 

Urologist 

38  . 

42 

Dr. 

Shelby  Howell 

Emergency  Medicine 

35 

39 

Dr. 

V.  B.  Johnson 

General  Surgery 

!52 

66 

Dr. 

Tim  Lamb 

Internal  Medicine 

40 

44 

Dr. 

Julius  Levy 

General/Family  Medicine 

87 

91 

Dr. 

Carole  Manpem 

Pediatrics 

42 

46 

Dr. 

Bouldin  Marley 

OB/GIH 

41 

45 

Dr. 

Frank  Marascalco 

GYH 

66 

.  72 

Dr. 

Henry  McCrory 

OB/CTH 

50 

54 

Dr. 

Robert  McGee 

Internal  Medicine 

66 

70 

Dr. 

Charles  Kaxise 

General/Family  Practice 

3T 

41 

Dr. 

Victor  Pang 

Ophthalaology 

32 

36 

Dr. 

Bill  Pollard 

Radiology 

4? 

53 

Dr. 

Thad  Rodda 

Pa'tiiology 

^4 

63 

Dr. 

Jack  Sartin 

General  Surgery 

6E 

69 

Dr. 

Andrea  Smith 

Internal  Medicine 

37 

41 

Dr. 

Alan  Snider 

Anesthesiology 

45 

45 

Dr. 

Walter  Taylor 

Cardiology 

65 

Dr. 

Glenn  Wegener 

GVN 

51 

Dr. 

Peggy  Wells 

Pediatrics 

53 

Dr. 

Otha  Williams 

General  Surgery 

■* 

Dr. 

Travis  Yates 

.  Internal. J4edi cine 

■»  a 
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Subcomittee  on  Asing 
VedxMsday.  May  1,  1991 

Social  Factors 


1.      Oar  eoltnral  ordarisg  of  priori'tifts,  we  are  a  youth  orientod 
sociaty  i^ch  results  in  health  care  for  the  elderly  being 
low  priority.     Tro  ffiH  geriatric  gpftcialifftffi 


2.      Social  isolation  of  the  elderly  -  they  becone  less  involved 
in  the  larger  ooonunity.      Family  support  Is  often  lac)cing 
due  to  the  fact  that  so  many  adult  children  move  north  or  to 
other  areas  of  the  country.      The  elderly  are. often 
iinvilling  or  unable  to  get  to  medical  care  on  their  own 
without  help.      They  are  fearful  of  end^Jig  up  in  a  nursing 
home  or  hospital.      The  fear  of  loss  of  independence  is  a 
definite  barrier  to  health  care  for  the  elderly.      We  are 
too  quick  to  reciMiwiend  institutionalization. 


3.      Lade  of  transportation  to  medical  care  for  elderly  is 

certainly  a  barrier.      Public  transportation,  when  it  is 
available,  is  often  not  geared  for  problems  experienced  by 
the  elderly  such  as  problems  of  incontinence,  bearing  and 
vision  loss.  etc. 


4.      Lack  of  financial  resources  to  purchase  medication.  If 

elderly  patients  cannot  afford  to  purchase  drugs  it  does  no 
rc'*<?  to  "see  the  d<?ctor". 


S.      «>atients  who  need  nursing  home  care  are  sometiiaes  denied 
a^Rission  if  they  have  too  much  monthly  income  to  be 
eligible  for  Medicaid  but  not-enough  money  to  pay  to  get  in 
the  nursing  boom  as  private  pay.      The  Medicaid  Commission 
will  deny  the  application  if  the  patient  returns  home  from 
the  hospital  to  await  admission  to  the  nursing  home. 
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OS  M»tilieAia 

In  Ifississxppi,  the  elderly  constitute  a  rebitmly  hieh  proportion  (11%)  of  the 
population,  and  poor  elderly  even  higher.  Over  34%  of  the  280,000  Mic«i«eipp»,TiT 
over  65  have  incoiDes  at  or  below  the  national  poverty  level,  while  in  other  states 
figure  is  5  or  6%. 

Generally  speaking ,  elderly  persons  with  incomes  at  or  below  the  poverty  level 
are  eligible  for  Medicaid  if  they  are  SSI  recipients  or  if  their  resources  do  not  exceed 
allowable  SSI  limits.  For  individuals  living  outside  institutions,  the  threshold  is  an 
income  of  $552,  and  for  couples  it  is  $740.  In  addition.  Medicaid  will  pay  the 
Medicare  copa3nDents  and  deductibles  for  persons  whose  resources  do  not  exceed 
200%  of  the  allowable  SSI  limits .  Of  the  approximately  280 , 000  elderly  Mississippians , 
95,000  have  incomes  at  or  below  the  national  poverty  level,  and  80%  are  receiving 
some  sort  of  medical  assistance  through  the  Medicaid  program. 

Mississippi  has  initiated  phased^in  coverage  of  the  elderly  up  to  100%  of 
poverty  before  it  became  mandatory  under  OBRA  *90.  In  addition,  the  state  has 
expanded  the  eligibility  staff  to  100  workers  and  the  number  of  regional  ofOoes  to  24 
sites  in  an  «ffort  to  facilitate  enroliment  of  the  elderly  and  disabled.  Division  staff 
will  work  with.applicants  in  their  hooes ,  in  hospitals  or  nursing  homes  as  necessary . 

A  priamry  barrier  to  care  for  the  elderly  is  the  km  levari  of  physician 
participation  in  the  Btedicsid  progras,  as  phirsid&ns*  orders  are  a  prerequisite  tc 
service.  The  Division  of  Medicaid,  working  with  the  State  Medical  Association  and 
the  University  of  Southern  Mississippi,  undertook  a  statewide  survey  in  1B89  and 
1990  to  assess  physicians'  attitudes  toward  the  progxwn.  While  inadequate 
reifflburseoient  ranked  first  as  the  cause  for  non-participation,  other  problems 
including  patient  abuse  of  the  health  care  sjrstcm  and  a  perception  that  Medicaid 
patients  ar«  more  difficult  and  more  likely  to  sue  were  important  factors  affecting 
physioan  participation.  In  Mississippi,  legislative  action  is  required  for  any 
changes  in  the  program,  including  reimbursement;  and  in  July,  a  small  increase  in 
physician  reimbursement  will  be  implemented. 
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Another  barrier  to  provision  of  care  to  the  elderly  is  the  serious  lack  of 
transportation.  We  are  a  rural  state,  and  while  transportation  services  must  be 
piovidad  to  Mwdirafd  rec^ients,  these  reoiain  inadequate  in  nany  counties,  and  we 
continue  to  wozic  with  the  state  transportation  agency  as  well  as  other  human  service 
agencies  to  develop  new  models  in  an  atteinpt  to  address  this  problem. 

An  additional  barrier  is  the  Caet  that  attenq;>ts  to  resolve  problems  of  access 
to  care  az«  frustrated  by  the  regulatory  auviitiuuwnt  at  both  the  faderal  and  state 
levsls.  At  the  state  level,  the  problaais  compounded  by  the  fact  that  the  Division 
of  Mwdiraid  has  no  control  over  admissvms  to  nursing  facilities,  home  health 
services,  or  even  its  own  hooie-  and  commnnity-based  servioas  program.  As  a 
result,  we  have  no  way  to  ensure  that  the  severely  impaired,  whether  physically  or 
mentally,  are  not  rejected  in  preference  for  a  recipient  requiring  less-intensive 
care.  At  the  federal  level,  Mississippi  has  hardly  been  able  to  fund  the  mandated 
•expansions  of  the  last  several  years.  Theae  i&chide  not  only  the  nursing  boow 
reform  provisions  of  1987,  and  the  expansifm  of  eligibility  of  the  elderly  up  to  100% 
of  poverty,  but  much  greater  esqwnsion  of  coverage  and  services  to  pregnant  wooien 
and  children.  In  spite  of  the  federal-state  match  of  4  to  1 ,  there  are  not  sufHcient 

state  funds  to  mainTnin  Bfedicaid  services  to  the  high  proportion  of  our  citizen  living 
at  or  below  the  poverty  threshold.  The  forced  expansions  have  lead  to  increases  in 
program  costs  of  24%  in  fiscal  years  1990  and  1991 ,  and  49%  for  fiscal  year  1992.  The 
budget  for  FT  1992  is  1.1  taOlion  dollars,  while  in  1990  it  was  $591  milhon.  This 
figures  represents  the  bare  minimum  nacettary  to  Hmintain  our  current  program  and 
cooipty  with  OBRA  *90.  In  the  absence  of  sufficient  state  funds,  provider 
assessments  and  donated  funds  will  be  used  for  state  match,  and  the  program  is 
jeopardized  by  the  prospect  that  these  mechanisms  will  be  restricted  by  subsequent 
federal  legislation.  As  an  alternative  to  this  struggle  to  fund  a  "forced"  program, 
Ifississ^pi  is  among  the  states  supporting  the  proposal  that  fadaral  legislation  afford 
the  statas  aoow  period  of  time,  sudi  as  two  years.  In  wUeh  to  meet  the  latest 
mandates.  Lass  pressure  on  the  state  budget  would  also  permit  us  to  assume  some 
initiative  in  developing  programs  and  servioas  particnlarly  suited  to  our  state. 
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In  searching  for  a  solution,  one  must  note  tiiat  nursing  home  residents 
'  constitute  4%  bf  otir  total  Medicaid  population,  while  the  eost  of  long  term  care 
oonsuxoes  30%  of  the  mediml  services  budget.  In  January  of  this  year,  more 
1 1 75,000  Medicaid  recipients  were  over  65  years  of  age.  UtiXh  respect  to  all  Medicaid 
services,  the  cost  per  elderty  client  was  $3,214,  while,  as  a  point  of  comparison ,  the 
eost  per  recipient  under  21  years  was  $852.  Of  the  elderty  Medicaid  recipients , 
20,000  resided  in  nursing  hooies,  for  an  average  cost  of  $7,577.  While  there  was  a 
23%  increase  over  the  past  year  in  the  number  of  elderly  rec^ients,  there  was  a  43% 
increase  in  the  number  of  elderty  recipients  residing  in  nursing  hooies.  Clearly, 
less  costly  alternatives  to  nursing  home  care  are  needed. 

Mississippi  has  initiated  a  small  home-  and  community-based  program .  For  500 
leclpients ,  a  special  battery  of  services  offers  an  alternative  to  institutionalization. 
These  include  case  management,  expanded  home  health,  homemakers,  respite  care 
and  adult  day  care  services.  The  annual  cost  is  $2,000  per  recipient.  This  program 
should  be  expanded,  but  it  is  an  optional  service,  and  the  legislature  has  refxised 
to  fund  any  optional  expansions  because  of  the  cost  of  implementing  those  that  have 
been  federally  mandated. 

Another  'way  in  which  Mississippi  Medicaid  hopes  to  address  the  problems  of 
access  is  through  the  development  of  a  omnaged  care  program  for  the  frail  elderly. 
The  .Mississippi  Legislature  has  authoei^ed  two  pilot  programs  which  we  are  presently 
l|in  the  process  of  developing.  In  estabUshihg  a  medical  home  for  the  elderly  client, 

I I  we  hope  to  facilitate  access  to  needed  services  and  prevent  duplication  or 
j I  overlapping' of  services,  and  most  especially,  drugs. 

Finally ,  some  fundamental  questions  underlie  the  role  of  the  Medicaid  program 
|r|  in  meeting  the  health  care  needs  of  the  elderly .  Remembenng  that  at  its  inception. 
Medicaid  provided  limited  medical  assistance  to  hmited  categories  of  low  income 
people,  the  elderly  bare  been  relatively  well  served  by  the  program.  In  recent 
I  years,  however,  federal  prionty  has  been  placed  upon  pregnant  women  and 
duldren,  now  served  in  some  instances  up  to  200%  of  poverty  and  provided  all 
medicaDy  necessary  services  without  restrictions  that  have  been  used  in  the  past  to 
control  costs .  Currently,  15%  of  Medicaid  recipients  in  this  state  are  over  65 .  while 
thecostoftheit  services  is  nearly  40%  of  the  program  budget.  Some  health  analysts 
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now  question  whether  lledicaid  should  serve  the  elderly  at  all,  or  whether  all  their 

health  costs  should  be  shifted  to  Medicare.  Lack  of  Medicare  coverage  of  certain 
preventive  servioes  arguably  drives  up  the  costs  to  Medicaid.  There  are  questions 

whether  nursing  hones  may  properly  be  considered  a  laedical  service ,  and  whether 
» 

their  exorbitant  cost  should  be  i>aid  by  the  Medicaid  program.  It  is  also  to 
what  extent  Medirairt  should  fund  non-medical  services  such  as  meals ,  homemaking, 
and  adult  day  care. 

In  conclusion,  the  Medicaid  program  in  Mississippi  is  plajring  a  major  role  in 
providing  traditional  medical  services  to  the  elderly  with  incomes  below  the  poverty 
threshold.  It  appears  that  the  reimbursement  for  these  rec4>ients  will  total  $250 
Bullion  this  fiscal  year.  This  money  is  being  spent  on  long-term  care  and  inpatient 
hospitalization,  and  the  costs  are  overwhelming .  Hovrever  funded ,  there  is  a  definite 
need   for  incraased  home  and   coimnunity  services,   as   these   wiU  avert 

institutionalirafintl ,  ^naMimr  otir  eligntg  tn  t^MMin      homA  in  ttwi y  /vwiifmniti^  «"Mlf 

helping  to  reduce  the  increasing  costs  to  the  state. 


TUB  HISSI8SIPPI  LONG  TBRK  CARS  SYSTBH 


JLN  IKITIAL  EVALUITION 


INTRODUCTION 

kn  on-sight  evaluation  of  the  Mississippi  long  tern  care 
systea  vas  Mde  fzon  Honday,  Decenbez  !•«  1989  to  Friday  Decenber 
22,  1989.    All  five  days  of  the  on-sight  evaluation  vere  spent  in 
the  Jackson  area,  with  the  exception  of  a  field  visit  to 
Vlcksburg  on  Thursday  Decenber  21,  1989.    Interviews  vere 
conducted  with  all  Medicaid  staff  having  long  tern  care 
responsibilities  in  the  Jackson  central  office.  .  In  addition, 
intervievs  veze  also  held  vith  Medicaid  field  staff  in  Jackson 
and  VicJcsbuzg.    Intervievs  veze  also  held  vith  zepresentatives  of 
the  Independent  Muzsing  Hose  Jlssociation,  the  Mississippi  Muzsing 
Hone  Association,  the  Mississippi  Health  Depaztaent,  the 
Vocational  Kehabilition  Oepaztsent,  The  Mississippi  Council  on 
Aging,  the  Mississippi  chapter  of  the  laerican  Association  of 
Ketized.  Persons,  and  the  Central  Mississippi  Planning  and 
Oevelopaent  District.    Tvo  field  visits  to  Jackson  area  Marsing 
hones  vere  sade  on  Friday  Oeceabcr  22,  1989. 

I  vould  like  to  thank  all  of  those  vho  spent  tiae  vith  ae, 
educating  ne  about  Mississippi  and  the  Mississippi  long  tern  care 
programs.    X  vould  especially  like  to  thank  Max  Cole  of  the 
Mississippi  Division  of  Medicaid  for  so  graciously  spending  his 
valuable  tine  vith  ne,  educating  se  abeat  Mississippi  and 
providing  transportation,  it  vas  aueh  appreciated.    X  vould  also 
like  to  thank  the  operators  of  the  tvo  Horsing  Hones  in  the 
Jackson  area  for  alloving  ne  to  visit  their  facilities. 
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The  folloving  evaluation  is  aade  With  little  knovl#dai.  «f 
the  le9l5Utive  and  executive  priorities  in  MlsstsMppl"''^" 
Therefore,  soae  of  the  recomnendations  aade  may  not  be 
politically  viable.     The  reco«»endation  are  based  on  .y  10  years 
experience  operating  Oregon's  long  ter.  care  systea,  a^n  ay 
knovledge  of  long  tera  care  systems  in  several  otheJ  statesf  and 
jpon  knowledge  gained  froa  serving  on  the  Boards  of  Directors  Sf 
four  National  Organizations  concerned  with  long  tera  care.  While 
I  aake  coaparisons  to  Oregon,  Florida,  and  Texas  In  this  report, 
I  do  not  recoaaend  that  Hississippi  adopt  any  of  these  States' 
systeas  of  long  term  care.     Such  a  recoaaendation  vould  not 
recognixe  the  unique  probleas  in  Mississippi  nor  the  valid 
different  approaches  in  each  state  to  delivering  Social  and 
Medical  services 


This  report  vill  aake  recoaaendatioas  regarding  certain 
aspects  of  the  Oregon  long  tera  care  prograa  that  are  shared  by 
several  other  states.    This  is  done  because  these  prograas  appear 
to  be  appropriate  for  Hississippi,  and  should  not  be  Interpreted 
«s  an  attempt  to  replicate  Oregon  prograas  in  Mississippi. 


GENERAL  OVERVIEW 


Hississippi  is  probably  unigue  aaong  states  in  terms  of 
poverty  and  available  State  General  Funds.    Mississippi  has  the 
highest  Medicaid  match  rate  in  the  nation  (about  80\  Federal 
funds).    The  level  of  poverty  in  Hississippi  has  a  direct 
bearing  upon  the  Medicaid  prograa:    First,  the  percentage  of 
persons  eligible  for  Hedicaid  is  auch  higher  in  Mississippi,  and 
second,  the  general  health  of  the  population,  especially  the 
elderly  can  be  assuaed  to  be  poorer  than  that  found  in  the  rest 
of  the  country.     Table  1,  coapares  Mississippi  and  Oregon 
populations  and  Hedicaid  eligibles  vho  have  received  a  Hedicaid 
service.    While  both  states  are  of  slailar  population,  and  both 
have  slailar  Medicaid  eligibility  criteria;  Table  1  shovs 
Mississippi  has  2.5  tiaes  more  elderly  Medicaid  eligibiles  than 
Oregon. 


COMPARISON  OF  POPULATION  AMD  MEDICAID  ELIGIBLES 
'         WHO  HAVE  RECEIVED  A -MEDICAID  SERVICE 
1988-1989  FISCAL  TSAR 


SERVICE 


OREGON 


MISSISSIPPI 


DIFFERENCE 


POPULATION  65  PLUS 

S5  PLUS  MEDICAID 
ELIGIBLES 

PERCENT  ELIGIBLES 
TO  POPULATION 


376,000 
22^830 
€.07\ 


321,000 
57,395 
17.(8% 


55,000 
-34,565 
-  -11.61% 


POPULATION  BASED  ON  UNITED  STATES  BUREAU  OF  CENSUS  SERIES  P-25 


HISSISSIPPI  MEDICAID  ELIGIBLES  BASED  ON  MEDICAID  DRAFT  REPORT 
DOM-89-R1.     OREGON  DATA  BASED  ON  SIMILAR  REPORTS. 

High  poverty  levels  in  Mississippi  means  less  State  General 
Fund  revenues  than  other  states  enjoy.    This  in  turn  probably 
points  to  more  difficulty  In  obtaining  funding  for  long  tera 
care,  than  vould  be  the  case  in  other  states.    The  high  match 
rate  in  Hississippi,  at  first  glance,  seems  an  advantage  for 
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program  expansion  and  Improvement;  however, 
are  based  on  a  states'  ability  to  P'o>:f^« 

vhlch  as  already  stated  Is  much  more  difficult  In  Mississippi. 

The  high  match  rate  In  Mississippi  provides  a  disincentive 
for  being  innovative  and  creative  in  Medicaid  programs. 
Innovation  In  Medicaid  programs^  especially  In  the  last  10  years, 
raises  the  risk  of  receiving  a  disallowance  on  Medicaid  funds. 
Such  a  disallowance  In  Mississippi  means  that  the  state  must 
repay  the  federal  government  their  share  of  expended  funds:  about 
4  times  the  amount  spent  by  Mississippi  originally.  Medicaid 
disallowances,  create  a  hardship  in  all  states;  in  Mississippi, 
however,  they  could  well  be  a  catastrophe. 

The  reco—endations  made  in  this  report  have  tajcen  into 

Cenayal  I  uudA  loi:  Medigald-^aad-lonq^term-carg-  and  thg  iiiffifMi»y 
of  JPSMbinq  a  Me*^*^^T^  ilTll*^***"^^      All  recommendations  ln_ 
tula  report  arg  h^^^A  ftj  H^AicmiA  pgoqrjiag  angrarina  in^itgy^Val 

are  designed  to  reflprr  l^«f>p^^Y  in  xirrm  ntr 

.The  strength  of  the  Mississippi  long  term  care  system  Is 
based  on  the  people  working  in  that  system.    Is  a  whole  they  are 
among  the  most  dedicated  and  enthusiastic  I  have  encountered  in 
the  20  or  so  state  long  term  care  program  I  have  studied. 
Mississippi  has  one  of  the  lowest  Medicaid  Administration  ratios 
in  the  country  (3.1  percent).    Such  a  low  administrative  ratio 
means  that  Mississippi  Medicaid  has  relatively  fewer  people  to 
administer  the  Medicaid  program  than  other  states,  which  in  turn 
probably  means  higher  work  loads.    Despite  this  situation,  the 
morale  of  the  staff  of  the  Division  of  Medicaid  appeared  to  be 
high. 

Vhile  the  Mississippi  long  term  care  system  has  much  room 
for  improvement,  it  is  not  the  worst  system  I  have  encountered. 
There  are  several  aspects  of  the  long  term  care  system ^that^cpul d 
be  used  as  mode Is^JLor^ the r-JlLiites.    For  .example ^jcbe  Nursing  " 
Home  reimbursement  ^Y^tfi*  la  probably  the  jitr onges t-X^have" *"* 
encqTmtered'>  and  the  proposed  case-mix  system  is  the  J»es'tJ[.  .h«v«. 
seen"    The  weakest  aspect  or  'the  Klsslsslppf  lone  t^rr^-rr^- 
yyrtem _ls_it_s  neavy  aepenoence  on  nursing  hoses  to  provicfc  z:tc 
majority  oflonTreim  LJiB,  4nd"lts  lack  of  k  vlW^' pon-nedTcal 
housing  optlop-for  ^he  tunctionaiiy  im^i^^fl  ^i^erly.~  ~ 

CURtnr  SZTUITKNI 


Mississippi  has  a  long  tera  care  system  designed  to  contain 
costs,  ^nc  does  so  quite  well.    Cost  Containment  in  Hississippl/ 
hovever,  is  accomplished  by  limiting  resources,  not  by 
controlling  the  system.    Indeed,  the  supply  of  Nursing  Home  beds 
is  limited  by  a  moratorium  on  new  Certificates  of  Meed.  Home 
Health  is  limited  to  SO  visits.    The  Home  and  Community  Based 
Waiver  is  limited  to  a  total  of  400  people.    Utilization  of 
available  services  is  on  a  f iS8.t_POBe,  first  served  bases,  not  on 
any  priority  method  based  on  level  of  iapairaeat. 

Mississippi  Medicaid  has  little  control  over  the  long  term 
care  systea.    The  Department  of  Health  detenines  level  of  care 
and  appropriate  placeaeats  to  Nursing  Hoaes  aod  Boae  Bealth. 
Physiciaos  deteraiae  who  is  essentially  going  to  be  able  to 
access  these  long  tera  care  prograas.    The  Mississippi  Council 
on  Aging  deteraines  who  will  access  the  Medicaid  Hoae  and 
Coaaonlty  Based  Waiver  program.    Medicaid  control  is  primarily 
Halted  to  verifying  Medicaid  eligibility.    Mississippi  Medicaid 
to  a  very  large  degree  is  responsible  for  a  long  tera  care  budget 
aostly  controlled  by  other  state  agencies. 
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There  vas  alaost  universal  agreeaent  aaong  people 
intervieved  (including  Nursing  Hoae  operators),  that  up  to  25 
percent  of  current  Nursing  Koae  residents  could  benefit  froa 
I    alternative  placeaents,  i£  these  vere  available.    During  my  visit 
,j    to  tvo  Horsing  Hoaes  in  the  Jackson  area,  X  noted  several  people 
I    vho  vould  not  be  placed  in  Nursing  Hoaes  in  other  states. 
I    Indeed,  I  noted  a  fev  vho  vould  not  even  be  eligible  (because  of 
1     iapairaent  levels)  for  any  long  tera  care  services  in  ay  evn 
state  of  Oregon. 

Because  all  long  tera  care  services  are  operating 
essentially  at  capacity,  and  because  placeaents  are  not  based  on 
iapairaent  levels,  but  rather  on  a  first  coae,  first  served 
bases;  one  can  speculate  on  hov  aany  Mississippi  citizens  in  need 

I    of  long  tera  care  services  are  being  denied  access.    Fairly  long 
vaiting  lists  for  available  services  appear  to  be  evident  in 

f    Bost  areas.    While  "waiting  lists"  are  osoally  not  very  valid  in 
aost  states,  one  can  vonder  about  their  validity  in  Mississippi. 

I  Recoaaendation 

i  Mississippi  Medicaid  needs  to  exercise  aore  control  over  the 

long  tera  care  systea.  Zt  aust  be  assured  that  the  aost 
iapaired  have  first  priority  on  available  services.  This 

I    recoaaendation  is  a  prerequisite  to  all  other  recoaaendations 

I   made  in  this  report.    Without  control  over  utilization  of  long 
tera  care  services,  Mississippi  vill  never  knov  hov  aany  long 
tera  care  services  are  needed.     In  addition,  Mississippi  vill  not 

'   knov  vhat  the  distribution  of  services  ought  to  be:  Hov  aany 
Nursing  Hoae  beds  are  really  enough,  hov  auch  Hoae  Health  and 
Hoae  care  is  appropriate,  and  hov  aany  non-aedical  housing  slots 
should  be  developed.    Probably  the  easiest  and  quickest  vay  to 
iapleaent  this  recoaaendation  is  to  take  tvo  actions: 

o       An  asaeaaagnf  <»^truaent  that^  aeasores  _iapaLL]:aent  leve Is 
needs  to'  be  i ns_tltuted . and^^.q^ijjEcd. for,  all  applicants  jb.o 
Nursing  "Hones".    This  should  be  broadened  to  all  services 
as  quickly  as  feasible.    The  "Miniaun  Data  Set  for  Nursing 
Facility  Resident  Xssesscent*  fore  proposed  for  the 
cese-slx  re Icburscnent  systes.  csuld  also  .^-c  ucd  e;  ar. 
ir.st^uaent  to  deteriir.e  initial  i^pairrer.t  cllcitiliti,  ir.d 
priority  for  placeaent  in- Nursing  Koses  and  other  services. 


prograa.    This  prograa,  vbich  is  currently  being  used 
by  aosi  states,  usua"lly  "consists  ol  ^  wura^  a'ttd^g-aff^l  . 
Wor K e r , "v7vo~pr e -sere e n  appXicants--iiLJtaJtRjLliSUi£fiafts.^.Qr 
appro P^^^^^'^'^y^jy'Z F ^ s.ci Be n t .      Perhaps  the  best  Pre- 
AdnTsslon  Greening  prograa  is  in  the  state  of  Virginia. 
This  vas  the  first  one  developed,  in  the  country,  and 
pre-screens  all  applicants  to  Nursing  Hoaes  vho  are  . 
Medicaid  eligible  or  vill  becoae  Medicaid  eligible  vithin 
180  days.    The  states  of  Minnesota  and  Indiana  have 
pre-screening  prograas  that  not  only  screen  Medicaid 
clients  but  all  other  clients  as  veil. 

On  the  surface,  the  above  recoaaendations  vould  appear  to 
cost  the  state  of  Mississippi  aore  aoaey.    This  is  certainly  not 
I    the  intention  of  this  recoxftaendation.    All  costs  associated  vith 
Pre-Adaission  Screening  and  the  assessaent  instrnaents  should  be 
i  aore  than  recovered  froa  savings  in  appropriate  otillzation  of 
!    services.    In  fact,  all  states  that  I  aa  avare  of,  vho  have 
instituted  Pre-Adaission  Screening,  have  done  so  as  a  cost- 
containaent  aeasore. 
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Ho«e  Health 

Table  2  shovs  the  age  distribution  for  all  Medicaid  long 
tera  care  services. 

TABLE  2 

MISSISSIPPI  MEOICAID 
PEBCENT  OF  ELIGIBILBS  RECEIVING  SERVICES 
COMPJLRISON  OF  AGED  TO  NON-AGED  CLIENTS 
lS88-19e9  FISCAL  YEAR 


SERVICE 

PERCENT 
AGED  (€54) 

PERCENT 
NON-AGED(64-) 

PERCENT 
TOTAL 

HURSING  KOMES 

es.3€% 

14. €4% 

100.00% 

HOME  HEALTH 

24.07% 

75.93% 

100.00% 

MEDICAID  WAIVER 

59.44% 

40.56% 

100.00% 

TOTAL 

76.47% 

23.53% 

100.00% 

TOTAL  WITHOUT 
ROME  HEALTH 

64.€S% 

15.32% 

100.00% 

DATA-BASED  ON  DIVISION  OF  MEDICAID  DRAFT  REPORT  DOK-89-R1 
NURSING  HOMES  EXCLUDE  ICF\MR 

Table  2«  shovs  that  all  Medicaid  long  tera  care  programs 
predoainately  serve  the  elderly,  except  Home  Health.  Mississippi 
has  made  Hoae  Health  the  priaary  non-institutional  service  for 
persons  requiring  long  tern  care,  hovever,  it  appears  this 
service  is  being  utilized  aostly  by  the  non-elderly  vhen  Medicaid 
pays  the  bill.     If  you  are  old,  poor  and  need  long  tera  care 
services  in  Mississippi,  you  are  most  likely  headed  for  a  Nursing 
Rose. 

r  iJCwv-.  -..     -         - *.  :.   90  percent  of  all  Keoic&ic 

Hone  Health  in  the  \.:\izcd  Sc&tes^  and  it  seeas  quite  likely  that 
Mississippi  Bay  be  the  second  highest  user.    Most  states  have 
•oved  avay  froa  Hose  Health  as  a  long  tera  care  progzaa,  becaose 
of  its  high  unit  cost  and  because  it  is  essentially  an  acata 
aedical  aarviee;  and  therefore  not  designed  to  provide  cost 
affective  care  to  the  chronically  iapaired.    Oregon  for  exaaple, 
only  served  141  clients  in  its  Medicaid  Hoae  Health  prograa  in 
1908,  as  coapared  to  the  3,360  served  in  Mississippi. 

Most  states,  vith  Mississippi  being  one  of  the  possible 
exceptions,  have  also  seen  another  phenoaena  concerning  Hoae 
Health  in  recent  years.    After  the  advent  of  the  Medicare  DRG 
f Diagnostic  Related  Groups)  Hospital  reiabursaaant  systaa  in  the 
early  1980 *s,  nev  Hobo  Health  agencies  vere  established  all  over 
tkt  country.    It  vas  anticipated  that  shorter  Hospital  stays 
ifoald  aean  aore  business  for  Hoae  Health  agencies.    To  soae 
degree  this  vas  true,  hovever,  in  aost  areas  o£  the  country  too 
aaay  Hoae  Health  agencies  vere  created,  and  subsequent 
coapetition  and  aore  stringent  regulation  by  the  federal  Health 
Care  Financing  Adainistration,  have  caused  aaay  Hoae  Health 
agencies  to  close. 

County  Hoae  Health  agencies  vere  at  one  tiae  operated  in 
aost  states  in  the  country.  In  recent  years  aany  states  have 
seen  these  operations  go  out  of  business.  Indeed,  it  is  very 
hard  for  county  operations  to  reaain  in  business,  since  they  are 
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osoally  obligated  to  pay  statt  aore  man  private  operations. 
Ylthoat  soae  kind  of  governaent  subsidy  County  operated  Hoae 
Health  agencies  are  hard  pressed.    Mississippi  appears  to  be 
SQbsidizlng  its  County  operated  Hoae  Health  agencies  through  the 
Medicaid  program. 

Hississippi  Medicaid  seeas  to  have  no  control  over  Hoae 
Health  vhatsoever.     There  is  a  50  visit  limits  but  since  the 
average  client  receives  30  visits,  this  is  In  reality  not  a 
control.    The  Health  Department  issues  licenses  and 
certifications  to  Home  Health  Agencies.    Zt  also  controls  the 
Certificate  of  Need  process  required  for  Home  Health.    The  Health 
Departaent,  in  addition,  also  determines  vho  needs  Home  Health 
services,  and  if  they  are  poor  and  under  €5  (or .  have,  exhausted 
tHelr  Medicare  benefits  if  over  65),  Medicaid  receives  the  bill. 

Recoaaendat Ion 

It  is  difficult  to  make  any  recommendatieas  concerning  Home 
Health  in  Mississippi,  because  of  the  lack  of  information  about 
the  people  using  Medicaid  Home  Health,  and  the  types  of  Home 
Health  services  they  receive.    Do  aost  of  the  persons  receiving 
Hoae  Health  in  Mississippi  have  acute  coaplex  medical  probleas, 
or  are  large  nuabers  of  thea  chronically  impaired?      For  all  Home 
Health  services  regardless  of  funding  source,  Mississippi  Hoae 
Health  agencies  report  that  about  half  of  all  clients  and  half  of 
all  visits  are  for  Hoae  Health  Aide.    Does  this  percentage  hold 
for  Medicaid  clients,  and  if  so  is  this  excessive?    I  found 
little  data  In  Mississippi  that  vould  ansver  these  questions, 
nor  did  I  Intervlev  anyone  vho  knev  the  answers.    Until  these 
questions  are  answered  any  recommendation  voold  have  to  be  based 
upon  guess -vork  and  may  not  be  valid. 

I  VQuld  reeonnend.  hevever .  thMt  %hm  P<v)ai9n  pf  M^«^l^a; d 
and  the  Depart»^r]f        Hgai-th.-hAqin.-«g9/>fciAtAQ"«       »V  Hnmr 
Health  program.    These  neqo«^ <hogl^  n^^i-m-r  < 
to  ansver  the  above  QuesLiona.  about  Hoae  J(fialtb«..an(i.UCioc»JLhe 
V l^a  b  i  1  i  t Y~f  ^ iih^  r  <  t-nt;  i ng  '  Pr-i  v»te. ^ut.y^QrsCw4Pd.lBexsojULl..Ca r  e 


and  Personal  Care  are  optional  benefits  under  Medicaid,  and  both 
i,-r*  utflir:';  ^^•  r?.^y  5t^t'.i      :t  'r  **.;o  possible  to  Halt  the 
Iprovicitr  ot  whest  icrvicts        Kc-t.  Xvil-h  agencies  (as  long  as^ 
freedoB  of  choice  is  not  viola'ted),  and  the  aao'unt  of  services 
available  (as  long  as  that  amount- is  the  same  statevide). 

Hone  and  Coaaunitv  Based  ¥aiver 

Kississippl  operates'a  small  Federal  2176  Medicaid  Hoae  and 
CocDunity  Based  ¥aiver  in  fput  locations,  vith  each  location 
being  liaited  to  100  clients.    The  Hississippi  Council  on  Aging 
thziough  local  Area  Agencies  on  Aging  operate  the  Waiver  prograa 
in 'cooperation  vith  the  Division  of  Medicaid.    All  recipients 
•ust  be  eligible  for  Medicaid  outside  of  an  institution,  and  be 
lodged  in  need  of  services,  without  vhich  they  would  be  likely  to 
enter  a  Nursing  Home. 

services  offered  through  the  Waiver  iaclode: 

)       Case  Management 
Adult  Day  Care 

Hoae  Health  beyond  the  50  visit  limit 

Respite  Care 

Hoaeaaker 


Both  Private  Duty  Nurse 
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These  services  appear  to  be  standard  services  offered  in 
■any  of  the  47  states  that  operate  Vaiver  prograas  in  the 
country.    The  tvo  exceptions  to  this  observation  are  Home  Health 
beyond  SO  visits  and  Case  Manageaent.    Most  states  do  not  offer 
Home  Health  as  a  2176  Waiver  prograa,  since  it  is  not  usually 
considered  a  viable  alternative  for  the  chronically  iapaired. 
Case  Manageaent  is  aore  aedically  oriented  in  Mississippi  vith  a 
Nurse  and  Social  Worker  perforaing  this  function.    Most  states 
vould  have  the  Social  Worker  alone  doing  ease  aanageaent. 

The  Mississippi  assessaent  fora  HOC  2(0  is  used  to  deteraine 
the  need  for  Waiver  services  and  certifies  that  the  client  is  at 
the  Skilled  or  Xnteraediate  level  of  care.    This  fora  does  not 
aeasure  the  iapairaeat  level  of  the  client,  and  consequently  does 
not  allov  evaloaters  to  deteraine  if  tbe  iapairaeat  profiles  of 
Waiver  clients  aatch  tbe  iapairaeat  profiles  of  Nursing  Roae 
clients. 

The  application  for  the  Mississippi  2176  Waiver  stated  in 
part:  "The  State  proposed  (sic)  to  conduct  on  a  pilot  basis  a 
liaited  prograa,  as  authorized  by  the  1985  Mississippi 
Legislature,  to  deteraine  the  cost  effectiveness  of  initiating  a 
Hoae  and  Coaaunity  Based  Services  prograa  on  a  Statevide  basis 
as  opposed  to  building  additional  nursing  hoaes*.  Mississippi 
vill  be  able  to  certify  that  all  clients  in  the  2176  Vaiver 
prograa  aeet  the  criteria  for  Nursing  Hoae  placeaent.    It  vill 
not  be  able  to  ascertain- vhether  or  not  2176  clients  are  less 
lapalred  than  Nursing  Boae  clients,  nor  vhether  2176  clients 
vould  have  actually  been  placed  in  a  Hnrsiag  Hoae  absent  the 
Vaiver  prograa. 

Recoaagndation 

Mississippi  should  iapleaent  for  2176  Waiver  clients,  as 
soon  as  possible,  the  Pre-Adaissien  Screening  prograa  recoaaended 
earlier  in  this  report.    In  addition  vhenever  possible  2176 
Vaiver  clients  should  have  either  applied  directly  for  a  Nursing 
Hoae  placeaent  or  have  been  relocated  froa  a  Nursing  Hoae  to  the 
2176  Vaiver  prograa.    Reassessaent  of  2176  Waiver  clients  should 
also  be  done  vith  the  "Miniaua  Data  Set*  assessaent  instruaent 
reco2s«n^€d  for  the  Pre-Adaisslcn  Screening  prograa. 

hississippi  is  proposing  that  the  2176  V£lver  be  expended  to 
ten  sites.    Whether  or  not  this  vill  be  cost  effective,  depends 
on  vhether  2176  Waiver  services  are  utilised  as  a  substitution 
for  Nursing  Hoaes  or  in  addition  to  Nursing  Hoaes.    I  subait  that 
this  question  cannot  be  ansvered  vith  any  degree  of  accuracy  vith 
current  data,  and  current  procedures  for  deteraining  2176  Vaiver 
clients. 


Huralno  Hoaea 
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Table  2  shovs  the  comparisons  betveen  Mississippi  and  soae 
selected  other  states  on  Nursing  Hone  utilization. 

TJLBLB  3 

1  coaparlsen  of  nursing  hone  bed  to  population  ratios 
Per  1000  age  C5  plus,  age  75  plus,  and  age  85  plus 
Zn  Mississippi,  Florida,  Oregon,  and  Nationally* 

AGE  COHORT  MISSISSIPPI  FLORIDA  OREGON  MATIOM 

fS  PLUS  4S.6  27.0  37.4  52.4 

tS  PLUS  110.7  6€.l  83.4  117.8 

5  PLUS  482.2  332.1  322.4  437.3 

•ESTIMATE  BASED  ON  AVAILABLE  1989  DATA.     FOR  MISSISSIPPI  INCLUDES 
.4,949  REPORTED  NURSING  HOME  BEDS  ON  DECEMBER  31,   1986  (EXCLUDING 
.,622  ICF/MR  BEDS).     DATA  ALSO  BASED  ON  UNITED  STATES  BUREAU  OF 
:ENSUS  SERIES  P-25  POPULATION  ESTIMATES  FOR  MISSISSIPPI  IN  1989  OF 
l|21,000  AGE  65  PLUS,  135,000  AGE  75  PLUS,  AMD  31,000  AGE  85  PLUS. 

Table  3  shovs  that  Mississippi  is  belov  the  National  average 
lor  the  age  cohort  of  65  plus  and  75  plus,  but  above  the  National 
average  for  the  age  cohort  of  85  plus.    When  compared  to  Oregon 
the  state  of  Florida  also  follovs  this  trend,  vlth  Florida  being 
substantially  belov  Oregon  at  the  age  65  plus  and  75  plus  cohort 
level,  and  above  Oregon  at  the  age  85  cohort.    The  reason  for 
this  phenoaena  in  Florida  Is  a  substantial  In-nlgratlon  of 
elderly  under  about  age  70,  and  substantial  out-nlgratlen  of 
elderly  over  about  age  80.    This  could  also  be  a  contributing 
factor  in  Mississippi.     It  could  also  be  true  that  Mississippi 
has  less  age  85  plus  folks,  because  the  pov<»rty  level  has  aeant 
aore  "health  probleas  and  Halted  access  to  health  and  long  tera 
care  prograas. 

.:.  K  tr      .it :  ::c  -r  .  .  : . 

care  services.    Having  iapieaented  a  Nursing  Home  dependent  Ion; 
tera  care  systea,  Mississippi  then  chose  to  control  costs  by 
placing  a  aoratorlua  on  nev  Nursing  Hoae  construction.     This  vas 
done  vithoot  an  apparent  concomitant  effort  to  lapleaent 
additional  alternative .services .    On  the  surface.  It  vould  appear 
that  Mississippi  has  aade  a  decision  not  to  serve  Increasing 
nuabers  of  Its  population  needing  long  tera  care  services. 
Bovever,  Interviews  vlth  the  leadership  of  the  Division  of 
.Jtedlcald-^oM -i^td^ate-this  not  to  be  the  case.    A  strong 
coaaitaent  to  the  expansion  of  alternatives  vas  , Indeed,  noted. 

Mississippi  has  Invested  heavily  In  long  tera  care  services 
vhlcb  operate  under  the  Medical  aodel.    These  services  (Nursing 
Roaes  and  Hoae  Health)  are  the  aost  expensive  long  tera  care 
services  to  provide,  and  assoae  that  aost  long  tera  care  clients 
need  aedlcal  care.    Most  other  states  have  coae  to  the  opposite 
conclusion.    The  general  percentage  of  long  tera  care  clients 
needing  coaplex  aedlcal  treataent  around  the  country  Is  saall, 
osoally  around  10  to  15  percent.    Th^  general  percentage  of  long 
tera  care  clients  needing  routine  aedlcal  care  Caostly 
aedicatlon  aanageaent)  is  higher,  usually  around  50  to  60 
percent.    Most  states  have  found  that  routine  aedlcal  care  need 
not  be  provided  In  a  Nursing  Hoae  or  through  Hoae  Health,  and  . 
have  successfully  provided  these  services  in  aany  alternative 
settings. 
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While  this  report  appears  to  speak  against  the  nursing  Noae  i 
Moratorioa  on  Certificate  of  Need,  it  is  reconaended  that  this 
Boratorioa  reaain  in  place.    It  is  also_recoaaended  that 
Mississippi  continoe  and__evefL^Bmd-Jl^s..effot.ts  t9..&r8Yide 
altgfnative  servi^^ff  t^T^***  P9pyi^»t#>>»  i#>  i^^^A"^*  long 

tern  care  services.    Mississippi  vill  conclude,  as  aost  other 
srates  nave  already  concluded,  that  it  is  aoch  less  expensive  to 
provide  alternative  services  to  a  large  portion  of  its  long  tera 
care  population.    A  balanced  long  tern  care  system  vill  assure 
that  only  those  in  need  of  higher  levels  of  care  (Nursing  Hones 
and  Boae  Health)  utilize  those  services,  and  that  others  in  need 
Qtilixe  the  less  costly  alternatives. 

This  recoaaendation  vill  also  direct  Mississippi  tovards  the 
vishes  of  the  elderly  and  disabled.    Intervievs  conducted  vith 
representatives  of  the  disabled  coaaunity  revealad  their  very 
strong  desire  not  to  receive  services  in  Nursing  Hones.  Indeed, 
they  stated  their  intention  to  actively  lobby  the  Mississippi 
Legislature  for  aore  alternative  services.    A  recently  completed 
needs  assessment  of  older  adults  conducted  for  the  Mississippi 
Council  on  Aging  by  Butler  and  Associates  of  Jackson,  Mississippi  , 
and  Data  Analysts  and  Research  Consultants,  Inc.  Winter  Park 
Florida;  indicated  that  79  percent  of  the  elderly  intervieved  did 
not  vant  their  long  term  care  needs  provided  in  a  Nursing  Rome  'if  I 
other  alternatives  vere  available.  I 

Long  term  care  is  essentially  a  social  and  functional  i 
problea,  not  a  medical  problem.  A  quote  by  Or.  Rosalie  Kane  of  | 
the  University  of  Minnesota  helps  illustrate  this  point: 
"Long  tern  care  consists  of  those  personal  care  and  supportive 
services  needed  to  compensate  for  functional  limitations. ..  .the 
long  tera  care  services  themselves  are  often  Unsoeeialiged  and 
Unteehnlcal.  The  functional  inpairments  of  older  people  can  be 
divided  into  those  affecting  the  ability  to  do  basic  Personal 
Care,  and  those  affecting  the  ability  to.  Manage  a  Household." 


:  -:  -^art  of  these  recommendations,  it  should  be  noted 
.  ie.:     I.-'r  I  ercountcred  e  disturbing  sltuatlsn 

r^:cr..       x-^ '-'l'  i'-:-;-;  ic^-i-     Cnt  c:  the  tvc 

Nursing  Hoses  visited,  1  «rculd  rank  a&ong  the  h.e&t,  i£  not  the 
best,  of  the  scores  of  Nursing  Homes  I  have  visited  over  the 
years.    Unfortunately,  the  other  Nursing  Home  vas  among  the 
vorst  I  have  seen.    While  all  states  have  their  share  of  good  and 
bad  Nursing  Homes,  Mississippi  may  be  unavare  of  this  situation. 
:  v*5  informed        the  v*?£rt»er.t  of  Kcc^lt.^  that  cnly  166  *hus* 
ccrplci^tr  vd.ri  r.  r  .iv.'-   l:,v'z  ;v.v.:.  ?  - U  '...t.-:.  z  j  ^:-_ri. 
Scbstirttiiwec      i.  rcci-  •-  •.ich  ^ca.  cicc-  3..  C-Ci  .eve:  i\u::£*'^.r  .-:«r« 
beds  and  a  lovez  occup&nrry  rate  than  Kis.sisslppi  revieved  1«668 
Nursing  Hoae  complaints  last  year  vith  a  substantiation  rate  of 
34  percent. 

Hemeearg 

Rome  care  is  provided  by  the  Mississippi  Council  on  Aging 
through  local  Are*  Agencies  on  Aging.    An  estimated  4,720  clients 
receive  this  service  in  Mississippi.    Case  managers  are  osed  to 
control  the  Homecare  program  (as  veil  as  other  services),  and 
determine  vho  vill  receive  services  and  at  vhat  level.  Fuading 
for  Homecare  is  primarily  through  Titles  III-B  and  III-O  of  the 
Older  American  Act  and  through  the  Social  Service  Block  Grant. 
Neither  of  .these  funding  sources  can  be  use  for  Medicaid  match. 
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Case  Managers  use  a  Pre-Screening  Fora  to  determine  the  need 
for  Hoaecare  services  and  a  Client  Assessment  Schedule  to 
determine  appropriateness  o£  services  needed  to  maintain  the 
client  in  their  ovn  home.    The  Fre-Scrceaing  Form  is  not  very 
sophisticated  vhen  compared  to  other  sach  forms  in  Jtse  in  the 
country^  and  results  in  a  "screening  score*  vhlch  determines  the 
need  for  services.     Clients  must  receive  a  score  of  at  least  22 
to  be  eligible  for  Homecare.    The  Client  Assessment  Schedule  Is 
mostly  a  narrative  form.    This  type  of  form^  vhlle  popular  with 
case  managers,  does  not  provide  much  comparative  data  for 
planning  additional  services. 

Table  4  shovs  the  three  primary  services  offered  by 
Mississippi  as  alternatives  to  Narsing  Bomes.    The  three  services 
shovn  in  Table  4:  Homecare,  Medicaid  Waiver,  and  Rome  Health  vere 
chosen  because  they  are  either  funded  throagh  Medicaid  (vhlch  is 
the  major  source  of  long  term  care  foods  in  the  United  States), 
or  because  they  are  seen  as  having  the  most  effect  on  Nursing 
Hoae  utilization.    This  Is  the  case  vlth  Homecare.  Other 
services  offered  by  the  Mississippi  Council  on  Aging,  such  as 
Home  Delivered  Heals,  Transportation,  Chore  services.  Respite 
Care,  and  Adult  Day  Care  are  Important  long  term  care  services, 
but  have  not  been  included  In  Table  4  because  of  their  disputed 
-affect  on  Nursing  Home  usage.  _ 

TABLE  4 
MISSISSIPFI  HOME  CASE 
1988-1589  FISCAL  TEAS 


SERVICE 
MCOA  HOHBCARE 
MEDICAID  .WAIVER 
HOKE  HEALTH- 


CASES 

UNIT 
COSTS 

TOTAL 
COSTS 

*  OF 
TOTAL 

4,720 

f 

34.56 

$ 

1,957,660 

56.06\ 

339 

9 

182.48 

$ 

742,340 

4.03\ 

3,360 

$ 

79.19 

$ 

3,193,053 

39.91\ 

BASED  ON  DATA  RECEIVED  BY  THE  MISSISSIPPI  COUNCIL  ON  AGING,  AND 
MEDICAID  POLICY  PLANNING  AND  RESEARCH.    UNIT  COSTS  ARE  AVERAGE 
MONTHLY  COSTS  PER  CLIENT. 

As  Table  4  Indicates,  ^Homecare  may  veil  be  the  best  bargain 
Mississippi  has  available  in  long  term- care.  Unfortunately, 
there  is  no  vay  of  knovlng,  Srithout  better  comparative  data,  vhat 
success  this  program  is  having  as  an  effective  alternative  to 
Nursing  Homes. 

Recoaaendat Ion 

I  It  Is  recoamended  that  the  Division,  of  Medicaid  open 

negotiations  vlth  the  Council  on  Aging.    The  prime  target  of 
these  negotiations  should  be  tb«  otilixatioa  of  the  same 
assessment  tool  used  by  Medicaid  (the  Niaimom  Data  Set)  for 
Homecare  (and  other  Council  on  Aging  services).    If  it  can  be 
shovn  by  use  of  a  common  assessment  tool«  that  Homecare  (and 

i  other  services)  are  an  effective  alternative  to  Horsing  Homes, 
then  it  should  be  easier  to  obtain  additional  state  and  local 
funds  for  future  expansion  of  this  program.    These  fonds  coold 
then  be  used  to  leverage  additional  Medicaid  fonds  through  the 

j  Personal  Care  optional  Medicaid  program,  correotly  utilized  by  22 

I  states. 


Personal  Care  Hoaes 
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Hlsslsslppl  has  66  Personal  Care  Hoses  vlth  about  1,500 
beds.    These  hoaes  vary  In  size  froa  2  beds  to  over  100  beds. 
Mississippi  spends  no  State  General  Ponds  on  this  service,  and 
apparently  has  no  plans  to  do  so.    JLccordinq  to  the  Department  o 
Health  the  quality  of  care  in  these  hones  is  either  very  good  or 
very  bad,  vith  fev  hoaes  being  mediocre.    Mississippi  has  not 
considered  a  housing  option  as  a  priaary  long  tera  care  service. 

Rccoaaendations 

Long  tera  care  is  a  fairly  siaple  concept.    Persons  vho 
require  long  tera  care  most  often  do  so  because  they  can  no 
longer  perform  one  or  more  activities  of  daily  living  (such  as 
dressing,  grooaing,  eating,  toileting,  cooking,  ambulating, 
bathing  or  medication  manageaaat),  or  have  a  cognitive  problem. 
k  percentage  of  these  people  also  have  medical  probleas  that 
require  complex  nursing  intervention,  but  this  percentage  is 
usually  small  (between  10  and  IS  percent).    Historically  in  the 
United  States  ve  have  treated  chronic  long  tera  impairments  as  a 
medical  problea,  and  have  relied  upon  nursing  hoaes  (a  aedical 
service)  to  provide  the  primary  care. 

More  and  more  experts  around  the  country  are  becoaing 
convinced  that  most  people  coold  receive  long  term  care  service 
outside  of  a  nursing  home.    The  general  consensus  is  that  any 
viable  long  tera  care  system  most  have  three  components,  and  that 
these  coaponents  must  be  available  in  sufficient  numbers  to  meet 
the  needs  of  the  long  term  care  population.    These  coaponents 
are: 

o       k  Home  Care  program  vhich  provides  a  vide  array  of  services 
that  meet  the  needs  of  most  of  the  people  requiring  long 
term  care  services, 

o       A  Housing  prograa  vhich  provides  the  same  services  that 
arc  available  in  the  Home  care  program,  and 

0       A  Horsing  Home  program  vhich  provides  services  to  those 
most  impaired  and  those  vith  complex  medical  problems. 

Mississippi  currently  has  tvo  of  the  three  coaponents.  Soae 
Bight  say  that  tvo  out  of  three  ain't  bad,  but  if  the  State  of 
Mississippi  is  to  limit  Its  fotore  liabilities  in  long  term  care 
it'.aust  develop  as  quickly  as  possible  the  third  component. 
Personal  Care  Homes  as  currently  stroctured  in  Mississippi,  are 
not  designed  to  be  an  alternative  to  nursing  hoaes.  Mississippi 
Bust  have  a  viable  Housing  alternative  that  provides  the  services 
available  in  the  Hone  care  program,  or  it  must  expect  to  expend 
additional  funds  to  maintain  it's  level  of  effort  in  long  term 
care. 

People  in  need  of  long  term  care  services  enter  nursing 
homes  for  three  reasons:    Either  they  require  complex  medical 
attention,  are  too  impaired  for  most  alternative  services,  or 
they  can  no  longer  stay  at  home  and  require  a  housing  option. 
It  shoold  be  noted  that  a  Hoosiag  option  vi.th  services  are 
osoally  required  not  because  a  person  has  necessarily  become  more 
impaired,  bat  most  often  because  they  require  night-time  care, 
24  hour  SQpervision,  or  more  than  intermittent  services.    If  no 
viable.. hoosing  opt ion.Jju«3f3tllabIeL,  then  these  people  vill  most 
likely  move  to  norsing  homes • 
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Adult  Foster  Hoses 

The  easiest  and  cheapest  way  for  Mississippi  to  create  a 
viable  Housinq  option  is  probably  through  Adult  Foster  Hoaes . 
To  be  .a  reliable  and  viable  option  the  prograa  should  have  aost 
of  the  follovinq  characteristics: 

o       The  allovable  size  of  Adult  Foster  Hoaes  should  be  at  least 
5  and  preferably  6. 

o       Adult  Foster  Hoaes  should  be  allowed  to  have  a  mix  of 
private  and  Medicaid  clients  (up  to  the  5  or  C  liait). 

o       Adult  Poster  Hoaes  should  be  alloved  to  care  for 

incontinent  clients  if  they  are  equipped  and  trained  to  do 
so. 

o  Aabulatory  restrictions  should  allov  for  placeaent  of  the 
partially  aabulatory  and  at  least  one  or  tvo  clients  that 
are  vheel-chair  bound. 

o       Specialized  Adult  Poster  Koaes  operated  by  licensed  aedical 
staff  should  be  alloved.    This  type  of  hose  is  becoaing 
popular  for  specialized  populations  such  as  those  vlth  AIDS 
or  those  recovering  fro:  strokes. 

o       Outside  services  such  as  Hone  Health  should  be  alloved  on  a 
short-term  basis. 

In  addition.  Medicaid  funding  for  Adult  Foster  Homes  is 
available  by  tvo  methods:  either  through  the  217(  Rome  and 
Community  Based  Waiver  prograa,  or  through  the  Personal  Care 
Optional  Medicaid  prograa.     It  should  be  noted  here  that  since 
the  federal  government  has  defined  the  SSI  payment  (about 
$350.00)  to  be  the  level  of  board  and  rooa  needed,  any  amount 
paid  to  an  Adult  Foster  Hose  above  that  level  can  be  matched  by 
Medicaid  as  a  service  paysent.    Several  states  around  the  country 
have  instituted  Adult  Foster  Homes  and  both  methods  of  Medicaid 
funding  are  being  used. 

lc!i9  terai  s^aze.    Tvo  adci':icr.al  changes,  hovevez^  are 
recommended:    First,  staff  sho^ild'be  assigned  in  each  district  to 
recruit,  orient,  train,  and  license- Adult  Foster  Homes;  and 
second,  staff  should  be  assigned  to  nursing  homes  to  identify 
clients  vho  could  benefit  frsa  a  less  dependent  placement.  Once 
these  clients  are  identified,  and  if  .they  chose  to  do  so,  they 
should  be  relocated  froa  nursing  homes  to  Adult  Foster* Hoses.  A 
relocation  training  progras  should  be  initiated  to  assure  that 
all  relocations  are  safe  and  do  not  increase  transfer  trauma. 

The  above  recommendations  concerning  Adult  Foster  Homes 
vould  appear  to  be  quite  costly.    Indeed,  I  am  recommending  later 
in  this  report  that  Mississippi  move  ovtt  the  next  five  years 
tovard  spending  between  3.€  and  €.0  million  a  year  on  Adult 
Poster  Homes.    As  also  will  be  seen  later  in  this  ceport  about 
double  that  amount  of  funds  will  be  saved  in  Medicaid  if  this 
zecommendation  is  adopted.    This  report  also  recommends  an 
average  service  payment  of  $200.00  above  the  SSI  payment  of  about 
3S0.00  to  support  Adult  Foster  Homes.    This  is  a  close 
approximation  to  what  is  judged  to  be  about  right  in  Mississippi. 
1  recommend  that  Mississippi  adopt  a  reimbursement  system  for 
Mult  Foster  Homes  based  on  the  case-nix  system  proposed  for 
nursing  homes,  vlth  clients  requiring  more  care  receiving  a 
higher  rate  and  those  requiring  less  care  receiving  a  lower  rate. 
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Aboat  9  additional  staff  vould  be  required  to  iapleaent  an 
Idult  Foster  Home  prograa  serving  1,500  clients,  vlth  about  5 
aore  additional  staff  required  for  each  additional  1,000  clients 
Current  District  field  office  staffing  levels  vould  appear  to 
allov  this  additional  staffing  effort  to  be  absorbed.  Hovever, 
changes  in  Mississippi  Medicaid  eligibility  say  change  this 
conclusion. 

Hississippi  aay  set  Halts  on  Adult  Foster  Hoae  services  if' 
it  adopts  this  prograa.    These  Halts  are  easier  under  the  2176 
Vaiver  prograa,  since  the  2176  Waiver  already  has  approved 
vaivers  to  1902(a) (10) (B),  aaount,  duration  and  scope 
requlreaents,  and  1902(1) (1)  statevideness  zequlzeaents.  Mo 
payaent  for  board  and  rooa  is  eligible  under  Medicaid  for  Adult 
Poster  Hoaes.    Personal  Care  services  aust  be  provided  In  the 
clients  ovn  hoae.    Several  states  have  interpreted  this  to  aean 
that  the  Adult  Foster  hoae  is,  indeed,  the  persons  ova  hoae. 
Such  state  plans  have  been  approved  la  Texas,  Hev  York,  and 
Michigan.    Attached  to  this  report  for  use  by  planners  Is  a  copy 
of-.the  approved  Oregon  Personal  Care  state  plan. 

POSSIBLE  1994  8XTUATI0H 

Table  S  shovs  a  coaparison  between  Mississippi,  Texas, 
Florida,  and  Oregon  current  long  tera  care  prograas.    Oregon  vas 
chosen  because  of  available  data  froa  that  state  and  because  it 
has  about  the  saae  population  as  Mississippi.    Texas  and  Florida 
vere  chosen  because  they  too  are  southern  states  and  the 
available  data  are  good.    Table  5  shovs  that  Mississippi  has 
Invested  aore  heavily  in  Nursing  Hoaes  than  any  of  the  other  3 
states.    It  also  shovs  hovever,  that  Hoae  care  is  becoaing  aore 
of  a  viable  option  (Kississippi  Hoae  care  in  this  Table  includes 
Council  on  Aging  Hoaecare,  2176  vaiver  services,  and  Hoae 
Health).    Texas  lllie  Mississippi  has  not  Invested  very. heavily  in 
non-aedical  housing  options. 
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TABLE  S 

X  coaparisen  of  Mississippi,  Texas,  Florida,  and  Oregon 
Long  tera  care  cases,  unit  costs  (per  Bonth),  and  total  costs 
For  fiscal  year  1968-1989 


SERVICS 


MISSISSIPPI 


TBXJLS 


FLORIDA 


OREGON 


ADVLT  PQSTgR  HOWB? 

CASES  0  566 

%  ALL  CASES  0.0%  0.51% 

UNIT  COSTS  $  0.0  f  297.74 

TOTAL  COSTS  $      0  $1,900,000 

RESIDENTIAL  CARE  HONRS  (BOARD  AND  CARE) 

CASES  0  tl9 


%  ALL  CASES 
OHIT  COSTS 
TOTAL  COSTS 

HOME  CARE 
CASES 

%  ALL  CASES 
UNIT  COSTS 
TOTAL  COSTS 


0.0% 
$  0.0 
$  0 


0.74% 
$  457.87 
84,500,000 


389 
0.45% 
8  107.11 
8500,000 


5,341 
6.15% 
8  121.70 
87,800,000 


2,256 
11.14% 
8  324.52 
88,785,306 


967 
4.77% 
8  243.53 
82,825,935 


8,419  53,803  48,375  9,551 

42.20%  48.48%  53.68%  47.16% 

8  58.33  8  261.14  8  97.85  $  211.68 

85,893,053  8168,600,000  856,800,000  824,260,939 


NURSING  HOKES 
CASES 

%  ALL  CASES 
UNIT  COSTS 


11,530 

57.80% 
889.54 


TOTAL  COSTS  8123,076,148 


55,800               32,778  7,480 

50.27%               37.72%  36.93% 

8  782.24        8  1,470.75  8  1,072.84 

8523,790,246    8578,500,000  896,298,274 


TOTAL 
CASES 

%  ALL  CASES 
UNIT  COSTS 


19,949 
100.00% 
8  538.75 


110,988 
100.00% 
8  524.67 


86,883 
100.00% 
8  617.30 


20,254 
100.00% 
8  543.80 


TOTAL  COSTS     8128,969,201     8698,790,246     8643,600,000  8132,170,454 


APPROXIMATE 

STATS  FUNDS    8  25,400,310 


AGE  75^  POP. 

TOTAL  CASES  AS 
%  OF  AGE  754^ 


135,000 
14.78 


747,222 
*  14.85 


8  53,502,600 
962,310  159,133 


9.03 


12.73 


THE  AMOUNT  OF  UNIT  COSTS  FOR  BOTH  ADULT  FOSTER  HOMES  AND  RESIDENTIAL 
CARE  DO  NOT  INCLUDE  BOARD.  AND  ROOK  PAYMENT  OF  APPROXIMATELY  $  350.00 
PER  MONTH.     OTKE:^  FIGURES  ARE  ESTIMATES  BASED  UPON  BEST  AVAILASLE 
DATA.     UNIT  COST  M£AK  AVERAGE ' MONTHLY  COSTS.     EXCLUDES  ICF/MR. 

ASSUMES  A  20%  MISSISSIPPI  STATE  GENERAL  FUND  MATCH. RATE  TO  MEDICAID 
AFTER  SUBTRACTION  OF  MISSISSIPPI  COUHCIL  ON  AGING  FUNDING. 


Table  6  takes  the  daU  in  Table  5. and  projects  5  years  into 
the  ftitare.    This  is  accoaplisbed  by  applying  an  inflation  rate 
of  11.85  percent  to  all  cases  in  each  service  category.  The 
rationale  for  this  assuaption  is  that  long  tern  care  cases  vill 
grov  at  the  saae  rate  as  the  age  75  pliss  population  (based  on  the 
United  States  Censos  bsreaa  projections).    This  is  osaally  a 
fairly  safe  assuaption  since  the  average  age  of  Nursing  Hoae 
residents  is  around  82  years  in  aost  states,  and  usually  about  77 
years  in  alternative  programs.    Oregon  has  been  4jsing  this  aethod 
to  project  future  cases  for  the  lasften  years  vith  a  great  deal 
of  accuracy,  hovever,  since  Mississippi  appears  to  have  relative 
fever  persons  over  the  age  of  85  years,  this  nethod  nay  be 
slightly  high. 
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TABLE  € 
MISSISSIPPI  IN  1994 
1988*1939  DOLLARS  (MOM-IMPLATED) 
Withoat  cbaii9es  in  current  programs • 

UMIT  TOTAL  PERCENT  OP 


SERVICE  CASES 

COSTS 

COSTS 

TOTAL  COSTS 

APH 

0 

8 

0.00 

8  0 

0.00% 

RCP 

0 

8 

0.00 

8  0 

0.00% 

HOKE 

9,417 

8 

S8.33 

8  «,S91,S23 

4.44% 

M.H. 

12,89€ 

8 

918.23 

8  141,788,425 

95,58% 

TOTAL 

22,313 

8 

5S4.18 

8  148,379,948 

100.00% 

TOTAL 
TOTAL 
TOTAL 

COSTS 

ADDITION  1988-89 
GROWTH 

DOLLARS 

8 
8 

TOTAL  PUNDS 
148,379,948 
19,410,747 
15.05% 

STATE  PUNDS 
8  29,238,081 
8  3,837,751 
15.11% 

*  ASSUMES  A  11.85%  GROVTH  IN  AGE  75  PLUS  POPULATION  AND  AN 

EQUAL  AMOUNT  IN  ALL  CASE  LOADS.  DEPINES  CURRENT  LEVEL -OP-EPFORT 
VITHOUT  INPLATION.     UMIT  COSTS  MEAN  AVERAGE  MONTHLY  COSTS. 

ASSUMES  A  10%  PER  YEAR  INFLATION  RATE  IN  NURSING  HOMES  ABOVE 
NORMAL  INFLATION  (EQUALS  ABOUT  3.0%  TOTAL  HIGHER  NURSING  HOME 
INFLATION  RATE  TO  MAINTAIN  1988-1989  DOLLARS) 

ASSUMES  A  20%  MISSISSIPPI  STATE  GENERAL  FUND  MATCH  RATE  TO 
MEDICAID  AFTER  SUBTRACTION  OP  MISSISSIPPI  COUNCIL  ON  AGING 
FUNDING. 


Inflation  rate  for  zl'^is  s.-;v  .  -  .:- 

level  of  effort  for  1988-1965  to  ^h6  sc^-      -  ^   -   -  . 

Dollars.    This  assuaption  also  forecasts  thzz  v.-.c  ::c:c'.r.:  sc.  ^: 

the  total  elderly  population  needing  long  terc  care  services  vili 

remain  constant  (a  fairl:-  safe  assuaption),  and  that  the  State  of 

Mississippi  is  villing  *.n&  able  tc  icrve  th!r  Ir'crtc.sed  caseloec:. 

Table  8  indicates  that  if  Mississippi  is  to  serve  the  sane 
percentage  of  the  population  and  maintain  the  same  level  of 
effort  in  1994  as  it  does  today,  then  it  vill  need  to  serve  2,384 
additional  people,  at  an  additional  cost  of  8  19,410,747 
(3,837,751  in  State  Genaral  Ponds). 


Table 


115 


Table  7  and  Table  8  offer  two  possible  alternative  scenarios 
to  the  projections  aade  in  Table  €. 

TJLBLB  7 
MISSISSIPPI  IM  1994 
1988-1989  DOLLARS  (MOM-IKPLATED) 
After  the  developaent  of  Adult  Foster  Hoses* 


SERVICE 

CASES 

UNIT 
COSTS 

TOTAL 
COSTS 

PERCENT  OP 
TOTAL  COSTS 

AFH 

2,500 

$ 

200.00 

$ 

€,000,000 

4.29% 

ACLF 

0 

$ 

0.00 

$ 

0 

0.00% 

HOHS 

f,417 

1 

51.33 

1 

(,991,523 

4.n% 

M.H. 

11,030 

$ 

962.04 

$ 

127,335,614 

91.00% 

TOTAL 

22,947 

$ 

S08.15 

f 

139,927,137 

100.00% 

TOTAL  FUNDS        STATE  FUNDS 

TOTAL  COSTS  $  139,927,137  S  27,547,499 

TOTAL  ADDITION  1988-89  DOLLARS        $    10,957,936  $  2,147,189 

DIFFERENCE  FROH  NO-CKANGE  f    -8,452,811  $  -1,(90,CS2 

TOTAL  GROTTH  S.50%  8.45% 


*  ASSUMPTIONS  SAME  AS  TABLE  3  EXCEPT:  2,500  CASES  ADDED  TO  ADULT 
FOSTER  HOMES,   NURSING  HOK£  CASES  DECREASED  500  CASES,  AND  NURSING 
HOME  UNIT  COSTS  INCREASED  S\  DUE  TO  LIGHT  CARE  CASES  BEING 
TRANSFERRED  FROM  NURSING  HOMES  TO  ADULT  FOSTER  CARE.  . 

ASSUMES  SLIGHT  INCREASE  IN  CASES  FROM  TABLE  6  (€34). 

ASSUMES  A  20%  MISSISSIPPI  STATE  GENERAL  FUND  MATCH  RATE  TO 
MEDICAID  AFTER  SU37RAC7I0.S  OF  MISSISSIPPI  COUNCIL  OH  AGING 


1968-1989  DOLLARS  < HON- INFLATED) 
After  the  developaent  e£  Adult  Pester  Hoses* 


SERVICE  CASES 
AFH 


.  UNIT 
:.  COSTS 


TOTAL 
COSTS 


TOTAL  FUNDS 
f  143,299,377 
9  14,330,17€ 
f  -5,060,571 
11.11% 


PERCENT  OF 
TOTAL  COSTS 


2.51% 

0.00% 

4.€0% 

92.69% 

100.00% 

STATE  FUNDS 
$  26,221,947 
$  2,621,637 
6  -1,016,114 
11.11% 


1/500  $  200.00  6  3,600,000 

ACLF                      0  6  0.00  '  6  .  0 

HOKE               9,417  6  56.33  f'  6,591,523 

«.H.             11,530  6  962.04  t  133,107,654 

TOTAL           22,447  9  531.99  9  143,299,377 


TOTAL  COSTS 

TOTAL  ADDITION  1966-69  DOLLARS 
DIFFERENCE  FROM  MO-CHANGE 
TOTAL  GROYTH 


•  ASSUMPTIONS  SAKE  AS  TABLE  3  EXCEPT:  1,500  CASES  ADDED  TO  ADULT 
FOSTER  BOMES,  NURSING  HOME  CASES  NOT  INCREASED,  AND  NURSING  HOME 
UNIT  COSTS  INCREASED  5%  DUE  TO  LIGHT  CARE  CASES  BEING  TRANSFER 
FROH  NURSING  HOMES  TO  ADULT  FOSTER  HOMES. 
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ASSUMES  SLIGHT  INCREASE  IN  CASES  FROM  TABLE  €  (134). 

ASSUMES  A  20%  MISSISSIPPI  STATE  GENERAL  FUND  MATCH  RATE  TO 
MEDICAID  AFTER  SUBTRACTION  OF  MISSISSIPPI  COUNCIL  ON  AGING 
FUHOIMG. 

Both  Table  7  and  Table  8  assoae  that  Mississippi  has 
established  a  viable  housing  option  for  long  tern  care,  and  that 
this  option  has  been  actively  pnzsned.    Table  7  and  Table  6  are 
based  Qpon  experience  in  Oregon  that  shoved  that  about  l^SOO 
Adult  Foster  None  cases  Bust  be  established  to  hold  Nursing  Cases 
at  a  no-grovth  level,  and  an  additional  1,000  aust  be  established 
to  reduce  Nursing  Hoaes  about  500  cases.    A  one  for  one  trade 
between  Adult  Foster  Hoaes  and  Nursing  Hoaes  is  not  possible, 
because  of  the  latent  population  in  need  that  vill  apply  for 
services  in  Adult  Foster  Hoaes,  but  not  in  Nursing  Hoaes. 

Table  7  shovs  an  increase  of  $  10,957,936  (f  2,147,109  in 
State  General  Funds)  vill  be  required  to  maintain  long  tera  care 
after  the  developaent  of  an  Adult  Foster  Hoae  prograa.  Hovever, 
this  is  $  8,452,811  (1,€90,€52  in  State  General  Funds)  less  than 
vill  be  required  if  no  actions  are  taken  (as  shovn  in  Table  8). 
Table  7  also  shows-  that  an  additional  834  cases  vill  be  served. 


Table  8  shovs  an  increase  of  t  14,880,178  (f  2,821,837  in 
State  <;eneral  Funds)  vill  be  required  to  maintain  long  tera  care 
after  the  development  of  an  Adult  Foster  Hoae  prograa.  Hovever, 
this  is  8  5,080,571  (1,018,114  in  State  General  Funds)  less  than 
vill  be  required  if  no  actions  are  taken  (as  shovn  in  Table  8). 
Table  8  also  shovs  tliat  an  additional  134  cases  vill  be  served. 

A  developed  Adult  Foster  Hoae  prograa  vill  reduce  the 
anticipated  size  of  the  nursing  hoae  caseload.    The  aaount  of 
that  reduction  is  probably  directly  related  to  the  aaount  of 
effort  put  into  the  developaent  of  an  Adult  Foster  Hoae  prograa. 

An  added  benefit  of  a  developed  Adult  Poster  Hoae  prograa  Is 
the  utilization  of  this  service  by  private  paying  clients.  In 

since  Adult  Foster  Homes  generally  set  their  private  r&tes  clodc 
to  a  private  client's  available  rasourcas,  the  spend  dovn  rate 
is  relatively  lov  (only  3  percent  in  Oregon).    Attached  to  this 
report  for  use  by  Mississippi  plannars  are  copies  of  the  Oregon 
Adaiaistrative  Rules  for  Adult  Foster  Hoaes,  and  a  recently 
completed  evaluation  of  the  Oregon  Adult  Foster  Rome  prograa  by 
Kane  and  Kane  of  the  University  of  Minnesota. 

ADDITIONAL  RBCOMSNDATIONS 

This  report  concludes  that  Mississippi  Medicaid  has  little 
if  any  control  over  the  long  term  cazc  system,  and  has 
established  cost  containment  by  limitimg  resovrees.    The  report 
also  concludes  that  if  this  practice  is  coatiauad  into  the 
future,  it  vill  be  highly  likely  that  a  large  number  of  elderly 
and  disabled  Nississippl  citisems  in  meed  of  long  term  care 
servicas  vill  be  unable  to  obtain  tham. 

The  report  recommends  that  control  be  established  by  tvo 
methods:  First,  a  viable  Pre-Aidmissioa  Screening  program  be 
created  using  a  reliable  and  valid  assessaeat  instrument,  and 
second,  negotiations  be  established  vith  the  Department  of 
Health  and  the  Mississippi  Council  on  Aging  to  maximize  joint 
efforts  in  long  term  care. 
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The  report  also  recossenda  that  Hi^sissippl  establish  a 
viable  hoosing  option  for  its  citizens.    The  report  recomaends 
that  an  Adalt  Poster  Rose  prograa  be  created  and  that  current 
Horsing  Home  clients  be  revieved  for  possible  relocation  to  that 
prograa.    Tvo  additional  recoaaendations  are  made: 

PHqil^ilitY 

The  2176  Hoae  and  Coaaunity  Based  Care  Waiver  prograa  allows 
for  institutional  eligibility  (op  to  300  percent  of  the  SSZ 
standard)  to  be  applied  to  coaaunity  prograas.    Mississippi  has 
chosen  not  to  apply  this  higher  standard.    It  is  recoaaended 
that  Mississippi  aaend  its  217€  Vaiver  to  allov  for  the  higher 
standard. 


This  recoaaendation  vill  not  increase  costs,  since 
Mississippi  has  Halted  the  total  noaber  of  slots  to  be  used  in 
the  2176  Waiver,  and  the  report  recoaaends  continuing  that 
practice  in  the  future.    Currently  71.9  percent  of  Nursing  Hose 
clients  in  Mississippi  vould  be  eligible  for  services  in  the 
coaaunity.    This  aeans  that  28.1  of.  the  Nursing  Hoae  clients 
vould  not  be  eligible  in  the  coaaunity  because  their  incoae  is 
above  the  current  coaaunity  standard.    For  this  group  of  people 
an  institutional  bias  has  been  created:  i.e.  they  are  eligible 
for  services  in  the  Nursing  Hoae  bat  not  in  the  2176  Waiver 
coaaunity  prograas. 

Social  Service  Block  Grants 

Interviews  vith  representatives  of  the  Mississippi  Council 
on  Aging  revealed  that  about  3.0  aillion  in  Social  Service  Block 
.Grant  funds  vere  available  to  that  agency.     It  is  recoaaended 
that  the  Division  of  Medicaid  vork  vith  the  Council  on  Aging  to 
devise  a  aethod  for  using  this  source  of  funds  to  draw  dovn 
additional  Medicaid  dollars. 

While  Social  Service  Block  Grant  funds  cannot  be  directly 
used  as  State  aatch  for  Medicaid,  it  is  entirely  feasible  to 
trade  these  funds  vith  another  state  agency  for  State  General 
Funds^  vhich  then  car.  be  used  for  State  aatch.     This  could 
Increase  funding  for  bowh  agencies  without  increasing  the  S'.izt 
General  Fund" expend  i  ture  .  \ 

Social  Service  Block  Grant  funds  can  be  expended  for  aost 
Ruaan  Resource  prograas  without  liaitation.     If  a  State  agency 
could        identified  that  is  expending  unmatched  State  General 
c  vines  or.  «  partiJulaL  procras, •  then  these  funds  could  be  refls^ei 
vith  Social  Service  Block  C:ant  Funds.    If  the  Council  on  Aging 
were  to  trade  that  agency  on  a  two  for  one  basis  (one  State 
General  Fund  dollar  for  every  two  dollars  of  Social  Service  Block 
Grant  funds),  that  vould  double  the  aaoiint  the  other  agency  had 
available  to  spend  on  its  prograa,  and  leave  the  Council  on  Aging 
vith  1.5  Billion  in  State  General  Funds.    These  dollars  could 
then  be  osed  to  match  6.0  aillioa  lo  federal  Medicaid  funds, 
giving  the  Council  on  Aging  a  total  of  7.S  aillion  (or  4.S 
aillion  aore)  to  spend  on  long  tera  care. 
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Soaetiae  in  the  near  future  Hlssissippi  policy  makers  vill 
have  to  sake  soae  very  iaportant  decisions  regarding  long  term 
care.    Vith  an  estimated  11. S5  percent  increase  of  elderly 
needing  long  tera  care  expected  in  the  next  five  years,  and  an 
even  greater  increase  expected  in  the  five  years  after  that; 
Hlssissippi  vill  Bost  likely  have  to  decide  on  one  of  three 
options: 

o       Provide  long  tera  care  services  ander  the  present  long  term 
care  system,  and  expend  a  conservative,  additional  estiaated 
s  19.410.747  16  3.837,751  in  State  General  Ponds),  due 
priaarily  to  increased  nursing  hoae  growth,  or 

o       Decide  to  continue  the  aoratoriua  on  nuzsing  hoae  grovth, 
vithoot  increasing  the  grovth  of  alternative  programs, 
thereby  refusing  to  serve  increasing  numbers  of  its 
citizens  in  need  of  long  term  care  services,  or 

o       Provide  services  in  a  more  balanced  long  term  care  system 
vith  less  emphasis  on  nursing  homes  and  more  emphasis  on 
alternative  services. 

Despite,  vhich  option  Mississippi  chooses,  it  can  expect  to 
spend  more  money  on  long  term  c^re.    If  Mississippi  chooses  not 
to  abandon  large  numbers  of  its  citizens  (the  second  option), 
then  it  Bust  either  choose  to  provide  services  as  they  are 
presently  structured  (the  first  option),  or  to  make  changes  to 
the  long  term  care  prograa  (the  third  option).    This  report 
strongly  advocates  the  third  option. 

STATEMENT  OF 
GEORGE  R.  HOLLAND 


GOOD  MORNING.  I  AM  PLEASED  TO  BE  HERE  TO  DESCRIBE  THE  HEALTH  CARE 
FINANCING  ADKINISTRATION'S  EFFORTS  TO  ENSURE  THAT  MEDICARE 
BENEFICIARIES  HAVE  ACCESS  TO  NECESSARY  HEALTH  CARE. 


THE  ELDERLY  ARE  A  UNIQUE  GROXT?  WREN  DISCUSSING  ACCESS  TO  HEALTH 
CARE  SERVICES.  COMPARED  TO  OTHER  AGE  GROUPS,  INDIVIDUALS  WHO  ARE 
65  YEARS  OR  OVER  ARE  RELATIVELY  WELL  INSURED  —  MORE  THAN  95 
PERCENT  OF  THESE  INDIVZDOALS  ARE  COVERED  BE  MEDICARE  AND  70  PERCENT 
HAVE  SUPPLEKERTAL  HEA£XH  INSURANCE  COVERAGE  THROUGH  MEDIGAP 
POLICIES. 


HCFA  SUPPORTS  SEVERAL  INITZATIVES  TO  IMPROVE  THE  ABILITY  OF  THE 
MEDICARE  FTJTKRLY  TO  GET  THE  CARE  THEY  NEED.  WE  SEEK  TO  ACCOMPLISH 
THIS  IMPROVEMENT  IN  ACCESS  BY  PROVIDING  POSITIVE  INCENTIVES  TO 
PROVIDE  CARE  ONLY  fOnaX  NECESSARY  AND  AT  THE  APPROPRIATE  LEVEL. 
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THE  PHYSICIAN  PAYMENT  REFORM  ENACTED  IN  1989  IS  INTENDED  TO  MAKE 
MEDICARE  PHYSICIAN  REIMBURSEMENT  MORE  EQUITABLE  ACROSS  SERVICES. 
UNDER  THE  MEW  PHYSICIAN  FEE  SCHEDULE,  WHICH  WILL  BE  IMPLEMENTED 
BEGINNING  JANUARY  1,  1992,  PAYMENTS  TO  PRIMARY  CARE  PHYSICIANS  WILL 
INCREASE,  RELATIVE  TO  SPECIALISTS.  THIS  PROVIDES  AN  INCENTIVE  TO 
PROVIDE  BASIC  PRIMARY  CARE  AND  SHOULD  IMPROVE  ACCESS  TO  THOSE 
SERVICES . 

IN  ORDER  TO  IMPROVE  ACCESS  TO  PHYSICIAN  SE31VICES  IN  MEDICALLY 
UNDStSSRVED  AREAS,  MEDICARE  PAYS  PHYSICIANS  IN  THESE  AREAS  A  BONUS 
OF  10  PERCENT  TO  PROVIDE  SERVICES  TO  MEDICARE  BENEFICIARIES. 
MISSISSIPPI  HAS  88  AREAS  DESIGNATED  AS  MEDICALLY  UNDSRSERVED. 
THERE  ARE  APPROXIMATELY  517  PHYSICIANS  IN  MISSISSIPPI  WHO  ARE 
ELIGIBLE  FOR  THIS  BONUS. 

BENEFICIARIES  ARE  ALSO  ENCOURAGED  TO  SAVE  MONEY  ON  PHYSICIAN 
SERVICES    BY    RECEIVING    THEIR    CARE    FROM    MEDICARE  PARTICIPATING 
PHYSICIANS.     THESE  PHYSICIANS  ACCEPT  MEDICARE  APPROVED  CHARGES  AS 
THE  TOTAL  PAYMENTS  FOR  SERVICES.     NONPARTICIPATING  PHYSICIANS  ARE 
\\  PAID  A  REDUCED  AMOUNT  OF  THE  APPROVED  PAYMENT. 

i|  PHYSICIAN  PARTICIPATION  RATES  HAVE  INCREASED  EVERY  YEAR  SINCE  THE 
INCEPTION  OF  THE  PROGRAM.    THE  KATIOHAL  PARTICIPATION  RATE  IN  1990 

4.   ^n.-.:-;-.     .i.r-^iz'z^'Z'        j^.- i-rc:^r:.v  ^:..L-^  ^. 

1  PARTICIPATION  KATE  AT  3o  PERCENT  IN  1990.  THIS  WAS  A  13  PERCENT 
INCREASE  FORM  1989  AND  WE  EXPECT  TO  SEE  AN  ADDITIONAL  INCREASE  THIS 
YEAR  WHEN  RATES  ARE  AVAILABLE  lATER  THIS  MONTH. 

THE  NUMBER  OF  PHYSICIAN  BILLS  PAID  UNDER  ASSIGNMENT,  THAT  IS 
ACCEPTANCE  OF  THE  MEDICARE  APPROVED  AMOUNT  AS  PAYMENT  IN  FULL,  IS 
AT  AN  *T.T.  TIME  HIGH.  IN  FISCAL  YEAR  1990,  MORE  THAN  81  PERCENT  OF 
PHYSICIAN  BILLS  WERE  PAID  UNDER  ASSIGNMENT,  RELIEVING  BENEFICIARIES 
FROM  THE  FINANCIAL  BURDEN  OF  BALANCE  BILLING. 


II 
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ACCESS  TO  HQSPTTAT.  gTOTTgES  TW  RORAI.  AREAS 

HE  HAVE  ZMPLEMEMTED  SEVERAL  PROVISIONS  TO  ENSURE  HOSPITAL  CARE  I; 
AVAIUkBLE  IN  RURAL  AREAS.  SINCE  1988,  RURAL  HOSPITALS  HAVl 
RECEIVED  LARGER  MEDICARE  PAYMENT  INCREASES  THAN  URBAN  HOSPITALS 
NEVERTHELESS,  THESE  HOSPITALS  GENERALLY  ARE  MORE  FINANCIALLY 
VUZJIERABLE  THAN  THEIR  URBAN  COUNTERPARTS  DUE  TO  DECLINING  OCCUPANCY  | 
AND  OTHER  ECONOMIC  FACTORS.  ' 

TO  PROTECT  THE  FIRANCIAL  STABILITY  OF  RURAL  HOSPITALS   ,   HCFA  IS 
PHASIMG-IN   A    SmGU,    MATIONAL    PAYMENT    AMOUNT    TO    REPLACE    THE  j 
SEPARATE  URBAN  AMD  RURAL  MEDICARE  STANDARDIZED  AMOUNTS  WHICH  IS  T0|{ 
BE  COIPLETED  BY  1995.  | 

MEDICARE  ALSO  MAINTAINS  ITS  SPECIAL  TREATMENT  OF  RURAL  REFERRAL 
CENTERS  AND  SOLE  CQHMDNITY  HOSPITALS.  THESE  HOSPITALS  RECEIVE 
HICTER  PAYMENT  TO  PROTECT  THEIR  UNIQUE  STATUS  AS  PROVIDERS  IN  THEIR 
COMMUNITIES.  IN  MISSISSIPPI,  11  HOSPITALS  ARE  DESIGNATED  RURAL 
REFERRAL  CENTERS,  NHILE  2  ARE  SOLE  COMMUNITY  HOSPITALS. 

HCFA  IS  ALSO  VGBXIKG  TO  ASSIST  RURAL  COMMUNITIES  IN  RECONFIGURING 

THEIR  HEALTH  CARE  DELIVERY  SYSTEMS.      HE  ARE  IN  TBE  PROCESS  OF 

IMPLEMENTING  THE  OBHA  89   PROVISIONS  TO  DESIGNATE  CERTAIN  RURAL 

HOSPITALS  AS  ESSENTIAL  ACCESS  OMMUKITY  HOSPITALS  AMD  RURAL  PRIMARY 

CARE  HOSPITALS.  THIS  DESIGNATION  HILL  OFFER  ASSISTANCE  TO  STATES 
IN  ASSURING  THE  AVAILABILITY  OF  EMERGENCY  TREATMENT  SERVICES  IN 

RURAL  AREAS  HHERE  IT  IS  HOT  FINANCIALLY  FEASIBLE  TO  MAINTAIN  A  FULL 

SERVICE   HOSPITAL.       AFPLICAnONS    HERE   SBMT   OUT   AT   THE    END  OF 

JANUARY.    HE  EXPECT  TO  HAVE  APPLICASIOKS  BETORNED  BY  MAY  1,  1991, 

AND  TO  MAKE  ANABD6  BY  SEPTEMBER. 

IN  ADDITION,  HE  HAVE  AflAROED  A  SECOND  ROUND  OF  RURAL  HEALTH 
TRAMSinGK  GRANTS  THAT  HILL  HELP  SMALL,  RURAL  HOSPITALS  MODIFY 
THEIR  SERVICES  TO  ADJUST  TO  MARKET  OOMDITIQir  AND  COMMUNITY  HEALTH 
NEEDS.  HE  BELIEVE  THAT  DIVERSIFICATION  OF  SERVICES  TO  BETTER  MEET 
THE  COMMUNITY'S  NEEDS  HILL  HELP  RURAL  HOSPITALS  SURVIVE. 
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A  TOTAL  OF  394  TRANSITION  GRANTS  AND  $25.1  MILLION  HAVE  BEEN 
AWARDED  TO  DATE.  MISSISSIPPI  HAS  RECEI7ED  9  GRANTS  WORTH  OVER 
$575,000. 

PROPOSED  CAPITAI.  RECniATTOH 

BCFA  BAS  RECENTLY  PUBLISHED  PROPOSED  REGULATIONS  FOR  FOLDING 
CAPITAL  PAYMENTS  INTO  THE  PROSPECTIVE  PAYMENT  SYSTEM  (PPS)  FOR 
BOSPITALS.  BY  LAW,  MEDICARE  IS  REQOIRED  TO  DO  THIS  BEGINNING 
OCTOBER  1,  1991.  WHEN  FULLY  IMPLEMENTED,  THE  CAPITAL  PPS  WILL 
PROVIDE  HOSPITALS  WITH  A  FIXED  AMOUNT  FOR  EACH  MEDICARE  ADMISSION 
AND  WILL  ESTABLISH  A  SINGLE  NATIONAL  RATE,  REGARDLESS  OF  WHKl'HilK 
A  HOSPITAL  IS  RURAL  OR  URBAN.  A  CAPITAL  PPS  WILL  ENCOURAGE 
HOSPITALS  TO  MAKE  PRUDENT  CAPITAL  DECISIONS. 

MANY  ARE  CONCERNED  ABOUT  THE  IMPACT  OF  THE  PROPOSED  REGULATION  ON 
RURAL  HOSPITALS.  ESTABLISHING  A  FEDERAL  RATE  BASED  ON  THE  AVERAGE 
CAPITAL  SPENDING  FOR  ALL  HOSPITALS  RESULTS  IN  LOW-COST  HOSPITALS 
RECEIVING  A  HIGHER  CAPITAL  PPS  PAYMENT  THAN  UNDER  THE  CURRENT  COST 
SYSTEM.  BECAUSE  THE  MAJORITY  OF  RURAL  HOSPITALS  HAVE  CAPITAL  COSTS 
BELOW  THE  NATIONAL  AVERAGE,  THEY  ARE  LIKELY  TO  FARE  WELL  UNDER  THE 
PROPOSED  CHANGE,  AS  LONG  AS  THEY  CONTINUE  TO  MAKE  PRUDENT  CAPITAL 
INVESTMENTS. 

TO  AID  HOSPITALS  WITH  CAPITAL  COSTS  ABOVE  THE  NATIONAL  AVERAGE  THE 
REGULATION  INCLUDES  AN  EXCEPTIONS  POLICY  TO  PROVIDE  ADDITIONAL 
PAYME.WT  FOR  COSTS  IN  ZXCSSS  OF  150  PERCENT  OF  THE  PAYMENT.  THERE 
IS  ALSO  A  GENEROUS  EXCEPTIONS  POLICY  FOR  RURAL  SOLE  COMMUNITY 
HOSPITALS.  .  /:  • 

COORDINATgD  CARE 

WE  CONTINUE  TO  SEEK  BETTER  CARE  AND  BETTER  VALUE  FOR  OUR  HEALTH 
DOLLARS  IN  THE  MEDICARE  PROGRAM.  CO(»DINATIMG  CARE  CONSERVES 
SCARCE  HEALTH  RESOURCES  BY  PROVIDING  GStLY  NECESSARY  CARE,  THEREBY 
CONTAINING  HEALTH  COSTS.  UUKHLNTLY,  MEDICARE  HAS  ABOUT  1.25 
MILLION  BENEFICIARIES  ENROLLED  IN  RISK  HEALTH  MAINTENANCE 
ORGANIZATIONS  (HMOs)  NATIONALLY.  ALTHOUGH  NO  MISSISSIPPI  MEDICARE 
BENEFICIARIES  ARE  ENROLLED  IN  RISK  HMOs,  WE  SEE  THIS  AS  A  POTENTIAL 
AREA  OF  EXPANSION  IN  THE  FUTURE. 
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COORDIHATED  CAKE  PLANS,  SUCH  AS  HMOS  AND  COMPETITIVE  MEDICAL  PLANS 
(CMPS)  PROVIDE  QUALITY  CARE  AT  AN  AFFORDABLE  PRICE.  MEDICARE 
BENEFICZARXES  liBO  JOIN  COORDINATED  CARE  PLANS  X7SUALLY  HAVE  LESS 
OUT-OF-POCKET  COSTS  THAN  FEE-FOR-SERVICE ,  BECAUSE  HMOs  AND  CMPs 
GENERALLY  HAVE  SMALLER  COINSURANCE  PAYMENTS  NHICH  ARE  MORE 
PREDICTABLE.  IN  FACT,  SOME  PLANS  ALSO  OFFER  BENEFITS  MHICH  ARE 
NOT  COVERED  BY  MEDICARE  FOR  LITTLE  FOR  NO  ADDITIONAL  COST,  SUCH  AS 
PREVENTIVE  CARE  AND  DENTAL  CARE. 

THE  PRESIDENT'S  BUDGET  INCLDDES  A  $40  WTT.T.TON  COORDINATED  CARE 
INITIATIVE  FOR  FY  1992  AND  $1.4  BILLION  OVER  FIVE  YEARS.  THE 
INITIATIVE  IS  DESIGNED  TO  STRENGTHEN  THE  EXISTING  MEDICARE! 
COORDINATED  PROGRAM  AND  EXPAND  OPTIONS  AVAILABLE  TO  BENEFICIARIES.  | 
WE  BELIEVE  THAT  SUPPORTING  COORDINATED  CARE  IS  A  WISE  INVESTMENT 
IN  THE  FUTURE  OF  THE  MEDICARE  PROGRAM  IN  ORDER  TO  CONTINUE 
FINANCING  HIGH  QUALITY  HEALTH  CARE  FOR  BENEFICIARIES. 

ACCESS  TO  CARE  AND  I/MIG  TERM  CARE 

WE  ARE  ALSO  LOOKING  AT  THE  LARGER  QUESTION  OF  ACCESS  TO  HEALTH  CARE 
AND  LONG  TERM  CARE.  THE  IMPORTANCE  OF  THIS  ISSUE  IS  EVIDENCED  BY 
THE  NUMBER  OF  GROUPS  ESTABLISHED  TO  ADDRESS  THESE  r-ROSL£KS  AND 
RECOMMEND  SOLDTIONS. 

THE  U.S.  BIPARTISAN  COMMISSION  ON  COMPREHENSIVE  HEALTH  CARE  —  THE 
PEPPER  COMMISSION  —  HAS  ALREADY  ISSUED  ITS  REPORT  OF  FINDINGS,  AND 
THE  SOCIAL  SECURITY  ADVISORY  COUNCIL  IS  ALSO 

EXPECTKB  TO  CGME  FORTH  WITH  ITS  RECOMMENDATIONS.      THE  NATIONAL  ! 
GOVERNORS  ASSOCIATION  HAS   DESIGNATED  HEALTH  CARE  REFORM  AS  ITS 
NUMBER  ONE  PRIORITY  FOR  THIS  YEAR  AND  IS  CONDUCTING  A  STUDY  THAT 
IS  EXPECTED  TO  BE  COMPLETED  BY  AUGUST  1991. 

A  SPECIAL  DEPARTMENTAL  TASK  FORCE  IS  ALSO  CHARGED  WITH  EXPLORING 
SOLUTIONS  TO  PROBLEMS  OF  HEALTH  CARE  ACCESS,  EQUITY,  AND  COST. 
HCFA  AOMINISTRATQR  GAIL  WILENSKY  SERVES  AS  VICE-CHAIR  OF  THE  TASK 
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FORCE.  THE  MISSION  OF  THE  TASK  FORCE  INCLDDES  A  THOROUGH  ANALYSIS 
OF  LONG  TERM  CARE  ISSUES  AND  OPTIONS  FOR  FINANCING  INITIATIVES. 

MR  CHAIRMAN,  HCFA  SOPKtferS  MANY  PROGRAMS  WHICH  ARE  INTENDED  TO 
IMPROVE  BENEFICIARY  ACCESS  TO  PHYSICIAN  AND  HOSPITAL  SERVICES, 
MAINTAIN  SfcKVaCES  IF  RURAL  AREAS,  AND  EXPAND  ACCESS  TO  COORDINATED 
CARE.  WE  ALSO  OORTIHOE  TO  SEEK  A  COMPREHENSIVE  SOLUTION  TO  THE 
PROBLEM  OF  ACCESS  TO  CARE  FOR  THE  ELDERLY. 

THANK  YOO.     I  AM  HAPPY  TO  ANSWER  ANY  QOESTIOMS  YOU  MAY  HAVE. 

Prepared  Statement  Of  BiD  Shakelford, 
Access  to  Health  Care  for  the  Elderly 
Qarksdale,  Mississippi 
May  1, 1991 

What  is  being  done  now  to  address  barriers  to  access  and  what  more  should  be  dene? 
Three.issues  are  piimaiy  to  the  access  of  beakfa  care: 

-  availability  of  health  care  services, 

4  • 

-  finandng  (paying  for)  health  tare  services,  and 
.  information/educatioiL 

The  bairiexs  in  Mississippi  as  relates  to  these  issues  vary  depending  oo  the  region  of  the 
state,  population  demographics  and  sodo  ebonomic  ia,rm1ji,ii.Bft 
Prhate  Insurer  Perspective 

With  Medicare  as  the  primaiy  payor  of  acute  health  caxe  enr.uvn  fior  the  elderly  sinoe 
1966,  the  private  usuraiioe  industry  has  been  iryomBJe  and  taken  die  position  of  a 
secondary  payor  supj^exoenting  those  expenses  not  covered  by  Medicare. 
With  the  continuing  rise  in  health  care  costs,  the  out  of  pocket  eAiK'uv*^  since  the 
inoepoou  of  the  Medicare  program  have  likewise  inaeased.  Based  on  a  leport  in  1990 
by  the  House  Canmottee  on  Aging,  out  of  pocket  costs  paid  by  the  ekkxiy,  however,  are' 
growing  at  a  rate  higher  than  that  amount  paid  by  Medicare  or  Medicaid  and  the  trend 
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shows  no  sign  of  slowing.  Elderly  out  of  pocket  costs  for  health  care  were  123%  of 
income  in  1977  and  have  risen  to  an  estimated  20%  of  income  today.  This  is  shifting  an 
addxtiooal  responsibility  on  the  private  insurer  to  meet  the  Medicare  eligibies*  need  for 
coverage  of  costs  not  paid  by  Medicare.  In  Mississippi,  there  are  currently  345,000 
individuals  6S  or  older.  In  addition  to  a  cootxmiiqg  increase  in  health  care  costs,  oar 

population  is  aging  and  people  are  living  longer.  In  the  next  30  years,  the  population 
nationwide  age  65  and  older  is  projected  to  increase  by  50%  aod  the  populatioa  age  85 
and  over  is  prpiected  tt>  tr^ile. 

As  a  result,  k»g  term  care  b^ond  the  aaite  care  stage  must  be  a  priority  of  oor  health 
care  ^stem  in  tenns  of  availabiliiy  of  services  and  financing  those  services. 
For  these  reasons,  Bhie  Ctoss  &  Blue  Shield  of  Mtssissqipi  is  presently  invoh«d  in  a 
coppreheasive  stndy  to  asess  its  current  product  and  service  offerings  to  tiie  elderiy  in 

Ml%^hnppL  Ting  Owdy  wfll  rf^fin^-  mrr  gonpffratiwe  strategy  fnr       ftitura  ■rhieh  parf 

of  OUT  oarporate  goal  to  provide  affordable  health  care  to  all  Mississqjpians. 
Medicare  Supplaiieat  Coverage 

A  number  of  private  cai'ileis  offer  Medicare  Supplement  benefits.  For  the  most  part, 

tiiese  benefits  cover  the  Medicare  Part  A  and  Put  B  dednctibks  and  cainsnranoe.  Bhie 

Qnoss  A,  Bfaie  Shield  of  Mississq)pi  and  AARP  (Prudential)  are  the  two  major  companies 

offering  nch  cowtmge  in  MississippL  Data  estimates  show  that  272,920  Missisqipians 

(NoD-Medicaid  eligible)  are  Medicare  digibie.  Of  these,  132,696  have  some  fioon  of 

private  insuiance  and  Bhie  Ooss  ii:  Blue  Shield  of  Mississqipi  insures  31%.  Has  leaves 

140,222  widx  no  private  insurance.  NationaDy,  it  is  estimated  that  70%  of  the  Medicare 

e]ig3>ie  population  has  some  form  of  supplement  insurance.  Miwittippi  data  indicates 

tint  on  an  avenge  ks  than  50%  have  private  insnrenoe. 

Bbie  C^OB  A  Btaie  Shield  of  Misssqipi  provxles  a  range  of  Med^^ 

prododssvailahletDMedkareeilgaiks.  Hie  prodncts  siqiplenieot  Parts  A  and  B  of 

Medicare  and  have  optional  coienge  far  prescription  drugs  and  nmaes.  Hiese  products 

and  rates  are  regulated  by  the  Commissioner  of  Insurance.  On  a  financial  basis,  tiie 

products  performed  pooiiy  in  1990  with  a  94%  loss  ratio,  primarily  doe  to  the 

prescription  drug  components  and  inadequate  rate  relief. 
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Private  iDsurance  Medicare  Suppiemest  coverage  is  critical  to  health  care  finandng  for 
tbe  eUeriy  in  MississippL  Tberefort,  efiEorts  are  undexway  to  ensure  the  quality  of  the 

products  ^idlile  maTimiying  arri^t 

In  ccmjunctxon  with  the  Mississippi  Insurance  Comimssianer's  ofiBce,  Bhie  Crass  &.  Bhie 
Shield  of  Mississippi  is  enhancing  its  Medicare  Suppiement  program  based  on  a  new 
ratiz^  structure  and  benefit  designs. 

As  pan  of  this  benefit  rnhawrnmn,  pnsgiains  are  also  being  developed  to  pronde  vahie 
Added  coverages  at  reduced  costs  for  vsksn  care,  Iwaiin^^  dental,  preso^Jtiao  drags,  etc 
On  a  National  level,  working  through  tbe  Bhie  Oxsss  and  Bhie  Shield  Assoriation,  there 
is  direct  invohrement  in  suppon  of  the  Medicare  Supplement  reform  standanfization 
activities  (OBRA-90). 

These  standards  are  in  an  effon  to  improve  the  quality  of  Medicare  Supplement  poKdes 
aix!  increase  access  through  benefit  design  and  uixierwriting  poUdes,  etc 
Even  with  emphasis  on  ensuring  the  quality  of  Medicare  Supplement  produa  ofiferings, 
affordability  continues  to  be  the  issue,  especially  in  Mississippi  Therefore,  efforts  must 
contimie  as  to  innovations  in  financing  and  cost  containment  for  Medicare  Supplement 
benefits.  ,  . 

LongTenoCaie  " 

Medicare  covers  care  in  skiDed  or  mtexmediate  ibcffitirs  typically  a«nriatrd  with  acute 

care.  Therefore,  tong  term  care  benefits  are  the  single  biggest  health  care  financing 
problem  for  the  elderly. 
Today  Long  Tenn  Care  can  be  frnancrd  by: 
•  Mecficare,  available  only  for  needs  associated  with  an 

acute  condition, 
-  Personal  mcome  or  savii^^ 

(tins  is  hmited  in  Mississippi  due  to  income  levels) 


II 
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-  Medkaid,  available  cmiy  if  the  individual  (sp^^ 
spends  down  his,  iier  or  their  assets  to  a  spedSed  level, 

-  Private  insurance 

(This  coverage  has  become  availaWc  only  recently  on  a  limited 
basis.) 

Currently,  according  to  the  American  Acadeoiy  o£  Actuaries,  ksqg  term  care  eacpenses 
total  S50  bOUon  ammafly,  with  50%  paid  by  individual  savings,  45%  by  Medicaid  and  the 
balance  by  Medicare,  private  insurance  or  some  other  govenmient  service. 
It  is  estimated  that  the  aging  population,  along  with  improvements  in  medical  technology 
and  impact  of  inflation  wiD  resuft  in  total  long  tenn  care  nprmrs  nationally  in  the  year 
2000  of  ^jprGodmateiy  S225  biDion. 

These  statistics  point  out  a  serious  need  tor  long  tenn  care  coverage  for  the  elderly. 
.  It  is  important  that  private  insurance  ptey  a  magor  xole  in 

financing  Long  Term  Care  for  senior  ciriirns  who  need  it  without  forcing  them 

to  face  economic  catastrophe. 
-  Private  Long  Tenn  Care  covenge  is  relatively  new  but  has  grown  rapidly.  In 

1986  there  were  only  130,000  Long  Term  Care  insurance  policies  sold  with  more 

than  L15  miPion  scdd  by  the  end  of  1990. 
Qirrently  one  iBlf  of  the  Bhie  Gross  and  Bhie  Shield  Plans  offer  Long  Term  Care 
policws  and  Bhie  Ch»s  A  Bhie  SUekl  of  MSssissqipi  is  devekifn^ 
throu^  its  life  Insurance  Agency. 

With  extensive  inpat  from  cousuum  advocates  and  the  private  insurance  indusoy,  NAIC 
has  estafafished  laqg  tenn  care  standards.  Tbese  standards  should  aDow  for  snfiBdent 
flexfiahty  for  the  Long  Tenn  Care  market  to  grow  and  developi.  There  is  a  ooDoem  that 
federal  standards  that  go  beyond  the  NAIC  standards  could  hanqier  growdi  and 
affocdability  in  the  maiioBt. 
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It  is  important  to  note  that  supplemental  (Medigap)  insurance  and  Long  Term  Care  are 
different  in  tiiezr  objectives.  Medigap  provides  supplemental  tnsiiranfr  to  the  Medicare 
program.  Long  Term  Care  is  not  tied  to  this  Federal  program  and  therefore  must  be 
viewed  differentiy. 

If  Federal  legislation  is  felt  necessary,  it  should  incorporate  the  standardization  devetoped 
by  the  NAIC  Hiis  ^vould  ensure  that  efforts  to  protect  consumers  who  buy  private  Long 
Term  Care  are  protected  based  on  the  cipeitise  of  the  nation's  insurance  commissiaDexs. 
However,  it  is  also  important  that  states  adopt  and  ideqiatdy  enforoe  these  r^ulatioos. 
There  are  also  several  tax  incentives  that  could  encourage  growth  in  this  type  protection 
to  those  who  could  affcsd  such  coverage. 

-  Tax  exdnsian  Cor  employer-provided  long  term  axe  benefits 
Specifically,  benefits  paid  out  and  employer  contributions 

for  Long  Term  Care  would  be  exdoded  from  an  employee's  income. 

-  Individnal  Deductions 

Individuals  would  be  permitted  to  deduct  qualified  Long  Term  Care 
expenses  and  premiums  using  the  limited  medical  expense  deduction 
allowed  with  Section  213  of  the  Internal  Revenue  Code. 
.  CalculiitiQn  of  Long  Term  Care  Insurance  Reserves 
Insurers  could  be  allowed  to  establish  long  term  care 
reserve  on  a  tax  £avored  basis  after  the  insurance 
has  been  in  force  for  one  year  to  allow  insurers 
to  keep  premiums  as  low  as  possible.        .  y ' 


ilther  element  critical  to  health  care  for  the  elderly  is  appropriate  and  available 

^r'  .  .  ^  - 

cation  and  toformaticm  •  not  only  of  beaUi  care  benefits  and  issues  -  but  healthy 

(tyles. 

jlfa  national  level,  AARP  has  taken  a  )eadersfaq>  lole  in  providing  such  information  to 
oembers. 
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Toward  this  goal  in  Nfississippi  many  commumties  have  established  activities  through 
elderly  dite  or  ho^Btal  pn)granB,  etc.  to  assist  the  ekteriy  in  iD^^ 
estaUish  health  and  iwelbiess  programs.  In  1991,  Bhie  ChKs  &  Bhie  Shield  I 
is  developing  a  service  piogiam  dedicated  specifically  to  its  elderly  Subscribers  (age  65 
and  older)  that  wiD  extend  beyond  our  service  center  into  the  oonnnunities  throughout 
Mississ^ypi.  This  win  allow  us  to  commiininair  and  woit  diiectly  with  the  elderly  on  ! 
^it^fi*  isoe  and  h^lth  issues  that  are  iiiiiqiir  to  this  trginBiii  of  our  popnhtion.  ' 
Muagiflig  Gaie  Car  Ibe  Eldcily  •  A  Coopentive  EfEoft 

The  health  care  needs  of  the  elderly  beanne  more  costly  with  age.  However,  prtvtmivu  ^ 
action  can  be  effective  with  the  elderiy  as  with  the  younger  population.  A  good  diet, 
proper  ootcwc,  low  stress  and  periodic  medical  dieckups  can  lead  to  a  longer  healthier 
life. 

Young  peculation  may  have  access  to  Managed  Care  prpgiams  (weUness  progiams, 
PPOs,  HMOs,  etc)  to  help  manage  their  health  care,  however.  Medicare  generally  has 
had  no  such  program.  Medicare's  Selea  (PPO)  program  is  in  the  developmem  phase 
and  private  jnairance  in  selected  states  wiD  have  an  opportunity  to  extend  some  private 
section  managed  care  to  the  elderly. 

As  the  health  care  needs  of  the  elderly  increase  and  the  number  of  elderly  increases  in 

Mississippi,  we  win  need  more  availabiKty  of  sentes  and  pnivi^ 

and  physician  ofiBoe.  settings,  ^i^iere  preventive,  acute,  long  term  and  social  services  are 

I 

tranqxtftation  to  access  these  services.  This  is  a  social  issue  that  can  only  be  addressed  [ 
throiigh  a  statewide  ooqpenth«  efEort 

Tlie  ekiedy  are  a  haloed  and  e^er  growing  iggineat  of  cor  pn|inlitifin  Their  heatth  cue 
needs  now  and  in  die  fimne  as  relatBs  to  educatioc,  senooes,  and  ffnannng  are  miqiie 
and  most  be  addresMd  as  such. 

To  properiy  address  and  ensure  health  care  access  fior  the  ekteriy,  private  insurers  must 

woik  in  a  cnmriinairil  eBort  with  picivMiea,  the  connmnnties,  and  die  governmenL 

Pr^sared  by 

Blue  •Gf«s-& -Blue  Shield  of  Mississippi,  In& 
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MISSISSIPPI  DEPARTMENT  OF  HUMAN  SERVICES 
DIVISION  OF  AdNG  AND  ADULT  SQtVICES 
COUNCIL  ON  ACaNG 

The  9rayinq  of  AaeriCA^  inciudiag  th«  ia^cnaiv«  proven  ot 
old«r  Hississippians  has  aany  iaplieatlons  Cor  thm  ehazi^lng  n««dx 
of  h«alth  car«  Cor  t^e  alder ly  in  this  Stat«.  Hith  an  incr««s«  in 
longevity  cones  an  increased  need  for  acuta  and  ctiroaic  (long  texa) 
health  care.  BowcvcXy  the  cost  of  these  services  is  devastating 
for  aany  seniors  in  Mississippi  vho  have  fixed,  lov  er  aoderate 
incoaes.  As  the  Mtional  and  state  health  care  systeas  grov  aore 
costly  each  y«ar/  the  nuaber  of  elderly  and  poor  vho  need  care 
cannot  afford  the  cost  of  care.  This  trend  can  be  e^^ected  to 
continue  until  health  care  cost  is  brought  under  control  and  nade 
accessible  for  all  individuals. 

Zn  addition  to  the  increased  cost  of  public  health  care,  in 
general,  there  has  been  a  rapid  incfease  in  nedlrml  costs  for  the 
elderly,  in  particular.  These  high  costs  coupled  vith  the 
increasing  nuaber  of  individuals  vithout  health  care  coverage  is 
straining  the  systes's  capacity  to  provide  care  for  the  elderly  vho 
■ay  not  be  able  to  pay.  To  cooplicate  this  situation,  congress  has 
proposed  a  budget  that  would  increase  the  deductible  and  eo^payaent 
under^  the  Medicare  prograa.  Under  one  plan,  older  individuals  with 
incomes;  of  $25,000  or  acre 'and  couples  earning  $32,000  or  aore 
ifoold  pay  a  higher  preaiaua  for  ?art  B  than  other  beneficiaries. 
An  analysis  of  this  propoital  indicates  that  this  voold  increase  the 
out-of-pocket  cost  of  Medicare,  Parf  B  by  $27  aillion  over  five 
years  and  the  co-payaent  yould  increase  to  thirty  percent  over  the 
saae  period  of  tise.  If  such  proposed  policy  becoees  lav,, 
approxiaately  32€  thousand  gississippians  65  years  of  age  and 
older  will  be  affected.  Maxiy  of  these  individuals*  benefits  vill 
becoM  so  inadequate  that  they  vill  be  forced  to  either  forego 
needed  treataent  or  use  their  life  savings  to  pay  for  a 
catastrophic  illness. 

In  the  aost  recent  years,  health  care  professionals,  advocates 
end  Congress  have  focused  their  attention  on  hospital  and  health 
care  cost  contaiasent.  Siailarly,  private  iawrance  plans  have 
adopted  prograas   that  focus  on  Halted  hospital  or  physician 
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r«iBburs«B«nt  through  s«t  fees,  increased  eoBpetition  «nd 
alternative  delivery  aecbanins.  All  suc&  actions  have  and  will 
contiBoe  to  «f f«et  the  l«vel  at  health  care  availahle  to  every 
«lderly  person  existing  on  lov  and  Boderate  incoses.  The  best 
scenario  that  one  aay  expect  at  the  present  rate  of  grovth  in 
■edical  cost  sad  regulatory  actions  advocated  by  health  care 
professionals  ai»d  Congress,  is  that  benefits  viU  be  reducod, 
oligibility  vill  be  narrovod  and  fewer  poor  and  olderly  individuals 
in  this  State  vlll  benefit  froa  health  care  servlcas. 

The  olderly  are  in  the  highest  risk  caterory  of  individuals 
for  long  ton  health  care  services  beeaase  there  is  a  higher 
liXelihood  of  chronic  conditions  and  functional  limitations  vith 
increasing  age.  Research  shovs  that  two-thirds  of  the  long  tera 
care  population  is  the  elderly  and  that  the  denand  for  long  tera 
health  care  is  increasing.  Growth  in  the  Biabers  of  elderly  who 
will  aost  likely  need  loog  ten  health  care  sakes  isprovcments  in 
the  nation's  financing  of  this  care  inperative  for  the  well  being 
of  all  eldarly  Kississippians. 

If  disability  rates  rmmadn  what  they  are  today,  the  nuaber  of 
elderly  persons  needing  help  with  basic  tasks  is  expected  to  double 
between  1990  and  2030,   increasing  froB  about  seven  Billion  to 
alBost  lA  Billion.    The  nuBber  of  elderly  requiring  nursing  hoae 
care  is  expected  to  sore  than  triple,  rising  froB  about  l.S  million 
to  over  five  BUlion;  the  use  of  high  technology  and  new  nedical 
breakthroughs  will   no  doubt  continue  to  extend  tho  lives  of 
disablod  people  of  aU  agos.    Xt  is  highly  unlikely  that  service 
availabiUty  wUl  keep  up  with  the  growing  needs  of  health  care. 
Oenographic  trends  prsdict  that  fewer  family  Bsobers  will  be 
available  to  care  for  their  disabled  ralativas.     the  private 
Barketplace  will  be  ^allenged  to  dsvalop  an  adequate  home  care 
delivary  systoB,  even  for  those  who  can  pay.   Tb»  two  Bajor  public 
prograiK,  Kedicaxa  and  Hadicaid,  have  atmctural  limitations  that 
will  prsvont  them  froB  meeting  aU  the  pro jocted  nieda  of  the  poor 
and  elderly. 

Without  changes  in  pnblic  policy,  more  and  more  Americans, 
inrlnrting  Mississippi's  elderly,  will  have  difficulty  accessnng  the 
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ar«  tihey  n««d  ia  nursing  harn^  as  w«ll  «s  'in-hon,.  Th.  Council  on 
Aging  f  iraly  believes  that  we  will  have  to  strike  a  greater  balance 
in  funding  institutional  and  in-hoae  service,  further  believe 
that  coBBunity  based  care  or  non- institutional  care  will  becoM  a 
■ore  appropriate  way  o£  meeting  the  long  term  health  care  needs  of 
those  Bost:  liJcely  to  suffer  froa  chronic  illnesses,  such  as  the 
elderly. 

Many  rural  cosaunities  and  small  towns  in  Mississippi 
experimnce  greater  difficulty  in  recruiting  health  care 
professionals  to  serve  individuals  in  those  areas.  «hile  the 
number  of  physicians  has  increased  recently  in  the  more  populated 
rural  caaaunities,  it  is  expected  to  decline  in  the  less  populated 
areas  due  to  a  projected  25  percent  rate  of  physician  retirenent  in 
rural  areas  and  severe  eatbadcs  in  the  Vational  Health  Service 
Corps  (IfHSCO  Program  r  which  provides  physicians  to  rural 
comaninities.  The  problem  of  too  few  providers  in  rural  areas  is 
compounded  by  a  general  decline  in  the  growth  of  primary  care 
doctors,  who  are  uniquely  suited  for  rural  practice  axsd  the 
shortage  of  nurses  a2»d  ether  midlevel  practitioners  in  niral  areas. 
Many  roral  hospitals  that  serve  the  elderly  and  the  poor  are 
closizig  of  in  jeopardy  of  closure  because  of  financial  constraints 
and  the  availability  of  professionals  who  are  willing  to  practice 
in  rural  eooBunities. 

Even  if  the  elderly*s  health  cue  is  paid  for,  those  in 
poverty  may  experience  e^har  significant  logistical  barriers  to 
care.  For  those  who  cannot  afford  to  paintain  a  ear,  talce  public 
transportation  or  pay  ravirnh  or  a  friead,  travel  to  medical  care 
is  a  serious  problem.  Hhezi  public- traiisportation  is  available  and 
affordable «  the  effort  required  to  get  from  home  to  the  source  of 
care  may  be  extraordinary. 

There  are  other  nonfinancUl  barriers  that  often  result  in  the 
elderly  accessing  care  too  late  or  less  often  than  needed,  ks  a 
result  their  medical  conditions  become  more  severe  and  require  more 
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aeattt  and  costly  treataents.  Thtts«  vay  include  access  by  alder ly 
liviag  in  sedically  under  served  areas  such  «s  rural  conunities  or 
Isolated  locations,  axkl  elderly  «eabers  vitb  special  aeeds  such  as 
the  Mentally  or  physically  handicapped. 

the  aentally  ill  or  retarded  elderly  iadividnals  my  not  have 
the  aJcills  necessary  to  negotiate  the  health  care  systea,  such  as 
aaking  an  appointaent,  arranging  transportation  or  getting  a 
prescription  filled.  Soae  nay  not  recognise  their  need  for 
treataent.  Those  vho  do  not  have  a  friend  or  relative  to  assist 
thee  or  urge  thea  to  seek  care  Bay  go  untreated,  or  say  fail  to 
coaply  with  prescribed  treataents.  Experience  shows  that  aedical 
care  cannot  be  fully  accessible  and  effective  for  such  individuals 
imless  it  is  aceospanied  by  education  and  ootreacSi  and  by  other 
systestt  which  coordinate  a  broad  range  of  services. 

Zn  suaeary,  it  is  the  opinion  of  the  State  Obit  on  Aging  that 
as  the  growth  of  the  older  population  of  this  state  continues,  aore 
older  people,  especially  the  very  old,  tS  years  of  age  and  over, 
are  likely  to  suffer  froa  chronic  illnesses  and  therefore  have  a 
greater  need  for  long  tera  health  care.  Soae  professions  aay 
speculate  that  aedical  advances  could  reduce  the  elderly  *s  need  for 
care,  but  it  is  conceivable  that  longer  lifespans  could  also 
increase  this  need.  We  also  believe  that  if  disability  rates 
reaain  what  they  are  today,  the  nuaber  of  elderly  Kississippians 
needing  celp  with  basic  activities  of  daily  living  will  increase, 
thus,  requiring  greater  nursing  hoae  care,  and  aore  ideally  ia-hoae 
assistance.    Based  upon  these  life  changes,  the  rising  cost  and 

availability  of  health  care  services  along  with  liaited 
professionals  in  aedically  under  served  areas  in  Mississippi,  the 
Mississippi  Departaent  of  Buaan  Services,  Division  of  Aging  and 
Adult  Services,  CouncU  on  Aging  offers  the  following 
recoHMadations  to  access  health  care: 

•    fbat  goreiaaeatal  sobsidiaed  progzea  regalatioas  be  re- 
viewed to  detezaiae  how  a  aore  eatable  cost  shariag  health 
eare  sjstea  oaa  be  iapleaented  so  that  there  will  he  a  level 
of  health  oare  available  for  all  citiseas  iaeludiag  the 
elderly. 
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•    That  tmdml,  state  aad  local  govarxMaats  along  with  tha 
pri^ta  aactor  joia  f areas  to  daralop  aad  ftmd  fcaalth 
cara  proqms  that  will  raaliatically  addrass  tHe  true  coat 
of  MaltH  cara  for  tha  VEBiasorad  aad  TmdariBavrad  «ldarl7 
pagnlara  of  thia  stata  asd  aatloa. 


*    Tbat  govaiaaaatal  agaaelaa  rnneh  ma  t&a  Sdaialstratioa 

oa  »qi»q,  Cha  VobUe  Xaalth  Sarrlea  aad  tte  U.S.  Dapartaaat  of 
XooslA?  aad  netaa  Soralopuat  daralop  a  atratagie  plan  for 
Iflltiatiag,  iaploaaatia?  aad  fsadiag  eoordlaatad  supportlTa 
tad  baalth  aarrleaa  la  ptiAXle  ooagrogata  teoalag  aad  othar 
aobsidiaad  teasiag  prograaa,  9neh  afforta  woold  prorida  haalth 
cHn1.ca  aad  saaior  caatar  sarrleas  ia  taooaiag  aitas  aad  would 
prorwida  kaalth  pravaatloa,  proMtioa  sad  traattaaat  dariao 
tiM  aarly  atagas  of  a  aaalta  ralatad  illaaaa  that  aay 
btcoaa  aota  or  e&roaic.    Thaaa  iMalth  caatara  could  bo 
staffed  aad  oparatad  toj  a  local  i  (■■iiiiir  j  iMspital. 


Basic  Health  Conditions  of  tba  Elderly  and  Associated  Cost 
for  TreataiMnt 


Conditloaa 

Medical  Traataaats 

Cost  For  iraa^eat 

(1st  year) 

Raart  Disease 

Coronary  By-pasa  Surrey 

S  30,000 

Cancer 

Lang  TraatBea:t 
Cervical  Cancer 

$  29,000 
$  28,000 

stroke 

Beaiplegia  Treataeit' 
aad  RahabilitatioB 

$  22,000 

Znjurias 

Qaadriplegia  Traatetnt 
And  RababilitatioB 

$  570,000 

(Lifatiaa 
traaoUat) 

Adapted  from  :Haalt2iy  People:  RetioBal  Health  froBOtion  and  Disease 
Prevention  objectives." 
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Ifey  2,  1991 


Honorable  Thad  Coehzan 
United  Statas  Senate 

326  Russell  Senate  Office  Building  1 
Washington,  D.C.  20510 

Dear  Senator  Coehzan:  j. 

Tbank  you  for  affording  ne  the  opportunity  to  participate  in  the  field  heari^  i 
yesterday  in  CUrksdale.    I  am  now  writing  to  add  a  short  note  to  the  record 
dazifying  two  points  that  were  nised  by  other  speakers. 

First,  Is  the  stateawnt  aede  by  Murtha  Carole  White  that  Medicaid 
reimbursement  does  not  permit  nursing  ferflitieii  to  pay  the  same  salarieg  to  nurses 
as  hospitBls.  If  there  is  a  difference  in  salaries,  it  has  nothing  to  do  with 
reimbursement,  as  the  methodology  is  the  same  for  both  and  consists  of  cooputrng  I 
a  per  diem  based  on  actual  cost.  Any  differences  cannot  be  attributed  to  Medicaid, 
but  rather  arast  be  ezplahted  by  diSercnoas  in  special  qualifications  or  merely  the 
maricet.  Another  possible  explanation  may  be  found  in  different  reimbursement 
methodologies  between  Medicaid  and  Medicare. 

Second,  is  the  point  raised  by  Mary  Pat  Curtis  dealing  with  reinibursement  to 
nurse-practitioners.  Certain  specialties  within  the  nursing  profession  have  been 
recognized  by  the  Licensing  Board,  and  nnrses  with  apprppziate  additional  tzaining 
may  be  certified  as  nurse  practitioners  in  that  area.  Gerontology  is  not  3ret  such  an 
area  in  Mississippi.  Ms.  Curtis  also  raised  the  point  that  althou^ 
nnrse-practitionrrs'  servioas  are  zeimbuiaed  by  Medicaid,  they  are  identified  to  our 
S3fstem  thztragh  the  supervising  pliysiciBn,  and  the  costs  are  lumped  together.  For 
this  veaiop,  we  cannot  now  derive  an  aecnrate  picture  of  the  activity  and  coBaparable 
costs  ofphsrsidans  to  nurse-practitioners.  The  Division  of  Medicaid  hopes  to  correct 
this  when  we  implement  our  new  Medicaid  Management  Inf ozmation  Ssrstam  next 
January. 

I  wouM  appreciate  your  making  these  notes  a  part  of  the  record  of  your  field 
hearing  on  "Access  to  Health  Care  for  the  Eldarty,"  and  thank  yon.  again. 

Sincerely  your^,  [ 

Helen  Wetherbee,  J.D. ,  M.P.H. 
Diractor,  Division  of  Medicaid 
OfSoe-of-tfae  <joveznor 

HW:kgw 
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HENDERSON  DRUG  AND  HOiME  HEALTH  CARE  CENTER 

270  DELTA  AVE      PO  fiOX  819  — 

CLARKSDALE  MS  38614  5 

is> 
o 

-a 

"ACCESS  TO  HEALTH  CARE  FOR  THE  ELDERLY"  ^ 

ro 
o 

Sena cor  Cochran: 

My  name  is  Shirley  Kidd.  I  spoke  with  you  briefly  at 
the  Senate  Subcommittee  Hearing  on  "Access  to  Health  Care 
For  the  Elderly"  May  1,  1991  in  Clarksdale  MS.  You  ask 
that  I  send  this  information  to  you.  I  think  after  reading 
it  you  will  understand  the  problems  we  are  facing  as  Home 
Medical  Equipment  (HME)  suppliers,  and  make  this  a  part  of 
the  Offical  Senate  Committee  Record. 

I  am  writing  to  bring  to  your  attention  the  devastating 
impact  on  access  to  quality  home,  care  services    for  Medicare 
beneficiaries    which    may    result    from    the    Health  Care 
Financing  Administration's  (HCFA)  implementation  of  new  Home 
Medical  Equipment  fee  schedules.    Henderson  Drug  and  Home 
Health  Care  Center  supplies  HME  products  and  services  to 
people  with  disabilities  and  elderly  patients  for  their  use 
in  the  home,  and  was  founded  on  the  desire  to  provide  the 
highest 'level  of  service  possible. 

-As  you  may  know,  HCFA  recently  developed  .    new  fee 
schedules  and  instructions  to  implement  the  numerous  changes 
to  HME  Medicare  reimbursement  resulting  from  OBRA    1990.  Our 
preliminary  analysis  of  these*  changes      indicates  that 
cumulative  payment  reductions  for  most  equipment  will  be  in 
the  range  of  30-50  percent.    In  some  cases,  the  new  fee  fails 
below  acquisition  costs .    -While  some  HME  suppliers  operate 
on  a  national  level,  the  majority  are  small  businesses 
"wfilcfe' 'already*  have  experienced  extreme  reductions  of    over  40 
percent  for  certain  items  of  equipment  in  recent  years.  Yet, 
despite  the  fact  that  HME  accounts  for  only  2  percent  of  the 
overall  Medicare  budget,  this  industry  is  now  confronted  with 
additional  reimbursement  reductions. 
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Medicare  carriers  implemented  these  changes  on  May  1, 
1991  without  the  benefit  of  even  the  ninioum  .30-day  transition 
period  that  is  customary  for  virtxially  all  similar  HCFA 
mandates.    Moreover,  some  Medicare  carriers  have  indicated 
that  it  will  be  impossible  for  them  to  implement  changes  of 
this  magnitude  by  May  1,  thereby  resulting  in  inconsistent  and 
potentially  confusing  "piecemeal"  implementation    across  the 
country. 

As  an  HME  supplier  in  Mississippi,  I  am  very  concerned 
about  the  long  term  effects  of  these  Home  Medical  Equipment 
reimbursement  reductions,  particularly  as  they  relate    to  my 
ability  to  continue  providing  quality  medical  equipment 
supplies  and  services  to  Medicare    beneficiaries.    I  am  aware 
of  the  need  for  fiscal  restraint  in  the  area  of  Medicare 
spending;  however,  it  makes  little  sense  to  systematically 
erode  and  dismantle  the  very  industry  that  allows  individuals 
to  recuperate  from  an  injury  or  illness  at  home,  ustially  for 
far  less  cost  than  similar  care  provided  in  an  institution. 

Reimbursement  reductions  that  approach  50  percent  for 
some  items  of  HME  clearly  exceed  Congress*  intent  in  enacting 
OBRA  1990.    Given  the  numerous  knotm  problems  with  the  HCFA 
data  used  to  calculate  the  1991  fees — including  inaccurate 
fee?,  insufficient  available  information  with  which  to 
icteTrr.ir.c  correct  pricing  information  and  inconsistencie<;  in 
application — this  data  and  the  methodology  used  fcr  its 
calciilation  should  be  subject  to  close  and  careful  scrutiny 
prior  to  any  ioplementation  of  the  new  fee  schedules. 

These  reductions  may  severely  affect  the  ability  of  some 
HME  suppliers  to  continue  to  provide  the  high  levels  of 
service  to  their  customers  they  are  accustomed  to  having.  Some 
suppliers  may  not  be  able  to  continue  operating  in  their 
present  capacity.    The  very  real  potential  thus  exists  for 
numerous  business  closures,  resulting  not  only  in  the  loss  of 
employment  opportunities,  but  also  curtailed  access  to  needed 
medical  care  for  Medicare  beneficiaries.    In  all  cases,  not 
only  are  businesses  and  the  economy  harmed  by  these  actions. 
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but  also,  so  are  the  ultimate  recipients  of  HME  services,  the 
elderly  and  disabled.    I  do  not  want  Henderson  Drug  and  Home 
Health  Care  Center  to  be  forced  to  cease  providing  certain 
HME  products  and  services  to  our  patients  and  clients.  Home 
care  is  the  most  effective,  efficient,  and  compassionate  way 
to  provide  needed  care.    HME  plays  a  vital  roll  in  the  home 
health  care  system  by  providing  a  high  level  of  customer 
service  that  is  individually  tailored  to  meet  specific  patient 
needs. 

I  urge  you  to  consider  HME  issues  as  soon  as  Congress 
reconvenes,  and  to  enact  certain  critically  needed  technical 
changes  and  other  revisions  to  the  Medicare  law  as  soon  as 
practicable  to  avoid  further  erosion  of  HME  suppliers*  ability 
to  adequately  serve  the  needs  of  Medicare  beneficiaries. 

It  is  important  that  our  Congressional  delegation  band 
together  and  stand  up  for  the  rights  of  Mississlppis*  elderly. 
I  know  of  your  dedication  to  our  senior  citizens  and  feel 
confident  that  you  will  take  steps  to  help  the  people  of  your 
state . 

Thank  you  for  your  support. 
Sincerely, 


Shirley  Kidd 


I   Senator  CoGHBAN.  llie  heaiizig  is  now  adjourned. 

I   [WhereiQKHi,  at  12:20  p.m.,  the  subcommittee  was  a4jounied.] 
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